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PREFACE 


In 1972 the East Asia Christian Conference (now the Christian 
Conference of Asia) and the Asian Federation of Catholic Medical Associations 
co-sponsored a conference in Bangkok entitled “The Role of Health in the 
Development of Nations’’. It was the first major effort among people associated 
with these two groups to consider health in terms of the existing social, 
economic and political problems in their own countries. In these discussions, 
it became obvious that the traditional Christian patterns of the delivery of 
health care services through large medical institutions and by trained medical 
professionals were not curing many of the sick-let alone improving the health 
of the majority of Asian people. Alternatives had to be found that would not 
only give these people, 70-80% of whom live in the countryside, access to 
some type of medical care but also help them obtain in the words of the 
World Health Organization (WHO) “physical, mental and social well being’. 
To this end the conference suggested that new priorities in health care be set. 
These priorities focused on developing health care for the rural areas and 
community health programmes. 


In accordance with the recommendations of the 1972 conference 
which were approved by the 5th CCA Assembly in 1973 the CCA appointed 
ahealth consultant, Dr. Noboru Iwamura, and a full time technical consultant, 
Ms. Susan B. Rifkin. Together they spent an initial period visiting nearly 
every Asian country meeting with the various groups who are taking up the 
challenge of improving health care for those who have little access to medical 
and health resources. 


Upon these basis of these accumulated experiences we defined the 
following guidelines for the Committee for Health Concerns: 


i. to stimulate local communities to develop responsibility for 
primary health care; 


ii. | to integrate community health into community-based action as a 
component of integrated programming; 


iii. to base community health action on analysis of the social 
structures operating in or upon any particular community; 


iv. to support research into use of local technologies and traditional 
herbal medicines; 


v. to bring together in workshop approaches, people engaged in 


rural community health, motivation and organization, to maximize 
the concerted efforts and skills of community organizers and 
medical personnel at all levels; 


As an initial step in developing these guidelines two workshops were 
held. One took place in November, 1976 in Silang, Cavite, Philippines which 
included participants from the Philippines, Indonesia and Sarawak, Malaysia. 
The second was held in March, 1977 in India with participants from India 
and Nepal. 


In planning these workshops, it was clear to us that if the guidelines 
were to be pursued and if real improvements in the health of Asia’s millions 
were to take place then the professionals/planners and the community had 
to enter into a dialogue concerning health care programmes. More important- 
ly, in this dialogue the professionals/planners had to learn about the com- 
munity’s concerns, problems and potentials. In otherwords, the direction and 
responsibility for change had to come from the people who were affected by 
the programmes. The professionals/planners had to become resources to the 
community not the sole support of community health programmes. 


With these considerations in mind, our workshops brought together 
medical professionals, community workers and village health workers to 
exchange their experiences in community health. We invited people of 
different educational experiences, different languages and different cultures. 
Some of the participants left their villages for the first time. Our objective in 
having these workshops was to begin to establish a dialogue among people 
from different service roles, different walks of life and different cultures 
which would allow for an exchange of ideas on an equal rather than 
hierarchical basis. We wanted to develop a process whereby not only would 
the communications be facilitated at the workshops but also lessons could be 
learned about communications which could be repeated when the participants 
returned home. It was also our hope that this effort would be more than a 
“talkshop’’. We wanted to use this forum as a first effort to link and support 
people who shared a common understanding of community health work. 


It would indeed be ideal to record the development of this communi- 
cation process in the two workshops. Unfortunately, the time is not sufficient to 
properly reflect on this process. Instead we have compiled a report of the 
materials participants presented at the workshop and the records of the issues 
which these materials and discussions raised. We hope that by sharing this 
information we might contribute our thinking to others concerned about the 


future of community health in Asia. We do not, however, see that this 
publication of the workshops is the most important contribution. By far 
more important will be the contributions that the participants will give when 
they return home to their own people and programmes with their new 
insights and the knowledge that they do not stand alone in their fight to 
establish programmes which are truly of the people. 


Dr. L.K. Ding 

Chairman, Health Concerns 
Christian Conference of Asia 
June, 1977. 


|. WHAT IS COMMUNITY HEALTH? 


Introduction 

lt most countries in the world today there is a health crisis. It appears in 
different forms in the technologically advanced nations than in the developing 
countries but its causes are the same. These causes include: 1) the inability 
to mobilize sufficient resources. to solve the numerous health problems 2) the 
inequal distribution of the available resources 3) the predominance of the 
doctor as the sole conveyor of health care leading to the paralysis of the 
individual to act to improve his own health. The result is that health which is 
claimed to be right of every individual is in reality a privilege of the relatively 
wealthy and the relatively few. 


lf the health situation is reaching a critical dimension in countries like the 
United States, it is in a state of perpetual crisis in the less developing countries. 
The World Health Organisation (WHO) well stated this problem in its executive 
board meeting of January 1975. ‘‘The majority of the people in the dis- 
advantaged areas of most countries of the world do not obtain sufficient care 
or otherwise benefit from known health technology. Health services which 
_ should provide coverage to these populations in fact provide services to only 
a very small proportion of the population whom they are supposed to serve. 
Furthermore, whenever health services have been provided they have been 
often fragmented and isolated from other activities directly or indirectly 
related to health and have not corresponded with the life styles and living 
conditions of the population. Consequently, services have been unable to give 
emphasis to consumer preferences and make medicine ‘‘belong” to those 
whom it should serve”’. 


As a solution to these problems, politicians, planners and professionals 
increasingly are looking to the community itself to help their efforts to 
improve health among the world’s disadvantaged. They recognize that the 
community has many resoucres that heretofore has remained untapped. 
If the community can be mobilized to participate in improving its environ- 
ment, preventing diseases and contributing workers to do primary (that is 
front line) medical work, then patterns of health care distribution and diseases 
can be changed. Community health, thus, is becoming the key to insure the 
scarce resources of health and medical care reach beyond the privileged few 
who can afford to live in a clean environment and obtain medical services 
upon demand. 
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Definition 

What exactly is community health? Nearly everyone agrees that community 
health means the participation of the community in health care programmes. 
But how this participation develops is a matter of some debate among those 
responsible for community health programmes. Over the last few years, two 
distinct approaches to community health have emerged. One is where the 
hospitals and doctors define the programme. The other is one in which the 
community using medical facilities and personnel only as resources, takes its 
own responsibility for primary health care. 


Community health programmes which are hospital-based doctor-administered 
are by far in the majority in non-Socialist Asia. These programmes are 
characterized by attempts of medical care institutions to expand service for | 
total community coverage. A typical example is the mobile clinic services _ 
started by many hospitals throughout the region. Or like in many places in | 
India, the hospital establishes a programme which staffs outreach health 
centres, does health education and provides home visiting nursing. Under the 
title of community health these programmes rely on community participation 
mainly to provide information by which the medical professionals can then 
modify their services. 


To establish an institution-based, professionally run community health pro- 
gramme, doctors and their staff usually follow a number of steps. Starting 
with a survey of the community in which they wish to establish a programme, 
staff members seek to define the disease patterns and the causes of problems. 
Many surveys now include socio-economic data as hospital staff have begun to 
realize that medicine alone is not the cure for poor health in a community. — 
The data is then analyzed by the hospital or clinic staff who identify the 
causes of the main disease problems by considering habits, customs, income, 
etc. On the basis of this analysis the staff sets the health goals for the com- 
munity and then sets out a plan of action by which to pursue these goals. 
The community health plan usually includes preventive services and defines — 
areas of cooperation with other agencies such as education or agriculture work- 
ing in the area. An evaluation scheme is established. Then the staff goes to the — 
community leaders and tries to find out ways in which the leaders can help 
implement the plans that the staff has made. 


The approach does not in fact describe community health says Professor 
Michael Colbourne of the Department of Community Medicine at Hong Kong | 
University. He argues that institutionally based medical professionals delivering _ 
services to a community is community medicine. If the professionals choose — 


to discuss delivery of services with the community then it can lead to an im- 
provement of the services. But, he says, we must recognize that community 
‘participation is directed and controlled by the professionals who consult the 
community in order to seek ways of improving and increasing the coverage of 
medical and health services. Participation does not mean involvement. 


Kenneth Newell, Director of the Division of the Strengthening of Health 
Services, of WHO, in the book Health By the People expands this argument. 
He equates community medicine with basic health care services and com- 
munity health with primary health care. Aruging that services are what the 
professional gives and resources are insufficient to provide services for every- 
one, he concludes that if health is to be improved the community must be 
involved in providing that first line health care. Only in this way do patterns of 
poor health and poverty change. 


Community Health Programmes in Asia 


There are several other less traditional Asian medical workers outside the 
socialist countries of Asia who would not only agree with Colbourne and 
Newell but have actively sought to put community health/primary health 
care into practice. Some of these people describe their programmes in the 
case study section of this report. They would say that community health is 
having the community decide how to meet and take responsibility for their 
own health needs. To these programme co-ordinators, as well as a small 
but rather influential minority of medical professionals in the Asian region, 
community health must be built from the grassroots up not given from the 
hospital down to the people. 


These programmes are possible prototypes of the new frontiers in health care 
planning. Not only are they drastically changing pattern of health care 
delivery in their respective areas but also some of them have gained the 
interest of their national governments who request advice from these pro- 
gramme people on how to make national health care systems more responsive 
to the people’s needs. They have proved what the majority of medical 
professionals think impossible —— that people in the community are capable 
of deciding and implementing health care programmes which are improving 
the health of the entire community. 


The details of such programmes are described later in this volume. Here, it is 
worth discussing, what makes these programmes “community health’’ pro- 
grammes rather than “community medicine”. Firstly, the people who direct 
these programmes see health as only one component of overall community 
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development. They realize that health improvements cannot be maintained 
in an economic, political and social vacuum. Rather than being preoccupied 
with securing high quality medical skills and treatment for the community, 
they place priority on using health as a way to motivate people to improve 
their standard of living and their quality of life. They see that health problems 
relate to food production problems, education problems and ultimately to 
political decisions. They wish not only to improve physical health but social 
health as well. They see health services as the means not the end of community 
health programmes. 


Secondly, the most of these programmes are being defined by the community 
leaders not by the medical people. For instance it was the community who 
decided to establish a cooperative health insurance scheme in Central Java. 
They are the ones who collect fees, keep the accounts, distribute the 
medicines. The community leaders devise ways of establishing a structure 
for health activities and take responsibility for carrying out decisions this 
structure makes. They are the ones who decide priorities, programmes and 
plans. They perceive the health staff only as resources to be considered in 
deciding on the feasibility of their plans. 


A third feature of these programmes is that they are attempting to use local 
manpower to carry out much of the health work. These people, modelled 
after China’s ‘barefoot doctors’’ live in the community, have little formal 
education and receive no fixed payment for their work. They are chosen by 
the community, not the medical staff, to train as health cadre. They are 
responsible to the community leaders and the community for doing preventive 
work, treating simple cases, referring serious cases to the doctor, and doing 
health education. They are the primary care worker in towns and villages. 
Their motivation apparently stems from their wish to improve their 
community and from the status they receive in their jobs. They fulfill their 
duties in their free time and when an emergency situation demands their 
attention. 


Finally, a major objective of these programmes is to mobilize local resources. 
They define their plans in terms of what they have and do not make long term 
plans contingent on outside aid. If the government does support much of the 
medical services then the programmes set other objectives much as improve- 
ment of environmental sanitation or food production. The programmes 
attempt to be self-reliant knowing that aid can disappear as quickly as it is 


given and a foundation built on outside support will crumble once the aid is 
withdrawn. They do however seek aid for training programmes which pro- 
vide necessary manpower and represent a very short term outside investment. 


Community Health vs Community Medicine 


Community participation in its own health care is of increasing interest 
because it poses a possible alternative to expensive medical care which serves 
only a small minority of a nation’s total population. It presents a way by 
whick to tap community resources to provide improved health conditions for 
people who could not afford medical treatment for recurring preventable 
diseases. It is, however, community health concludes WHO and other experts, 
not community medicine in which the solutions may be found. They have 
reached this position for a number of reasons. 


Firstly, community medicine has failed to reduce health care expenditures. 
In fact in most instances it is much more expensive than traditional hospital 
care. Training doctors for rural services and nurses to do home visiting, 
building health clinics and obtaining transport for mobile medical services 
often add as much as 25% to the initial operating costs of the hospital 
services. The lack of medical services is not the major health problems. Poverty 
and underdevelopment is. To improve the environment and health of the 
people medical professionals are finding takes a long time. Where can re- 
sources be found to sustain such an effort? And, as has happened with many 
programmes, should the resources be withdrawn what impact other than 
that of raising expectations has been left on the community? 


Secondly community medicine has failed to make a significant impact on 
improving the health of the poor and disadvantaged. Studies conducted by 
Dr. Banerji at Nehru University in Delhi show that the decentralization of 
services to rural areas is still serving the politically influential upper class in 
rural society and leaving the bottom three quarters virtually untouched by the 
new accessibility to medical care. Charles Elliott in his Patterns of Poverty 
supports this research. Sifting through economic data for several countries of 
the “third world’’ he finds that decisions made from the top rather than at 
the grassroots benefit those at the top rather than the very poor in whose 
name these decisions are taken. 


Thirdly, community medicine has failed to improve health and reduce 
financial imputs because it has failed to mobilize the people. The community 
remains a recipient of the services from the professionals. This attitude is often 
re-enforced because it is the same attitude that the community has toward 
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the government. “‘They shall give to us and take care of us’’. Too often the 
professional has never consulted the community about the type of pro- 
gramme it is going to receive. It is little wonder the people participate by 
receiving services; they are not involved in taking responsibility for their own 
health care. 


The conclusion is obvious. If the medical profession is serious about improv- 
ing the health standards of the majority of the world’s population then the 
medical profession must recognize its limits. Ken Newell minces no words 
when he says that having health personnel aware of community needs is not 
enough to insure improved health for the majority of the people. “I am com- 
pletely convinced’’, he says, ‘“‘without the further step to see that the under- 
standing and actions come from the people themselves you will still get 
Basic Health Services not Primary Health Care. To me this is failure”. If com- 
munity health is to help improve the human condition it must extend beyond 
community medicine. It must involve those who suffer from disease and 
poverty and must let them take the decisions and responsibility for their 
own health care. 
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be AN: THEORY 
HEALTH, DEVELOPMENT AND 
SOCIO/ POLITICAL ANALYSIS 


Introduction 


All those who attended the CCA workshops agreed that community 


health is having the community take responsibility for its own health care. 


The problem was how to develop programmes which would obtain this 
objective. It was recognized that health is not a mere transfer of technology 
but is a product of the socio-political-economic environment. If we wanted 
to build community health programmes then we had to understand the 
environment within which these programmes must grow. We also recognized 
each community had a different environment. What we needed were tools by 
which to analyze each situation in order to develop a programme which 
reflected the socio-political-economic realities. 


To provide a theory on which we could evaluate our own experiences 
and plan our own programmes we asked one person at each workshop to lead 
a discussion on this type of analysis on health and development.Fr. Orlando 
Carvajal in the Philippines and Dr. D. Banerji in India provided the theoretical 
basis for the workshop discussions. The papers which served as the basis for 
their presentations comprise the contents of this chapter. 
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OF MYTHS AND REALITIES 

A Structural Approach To The 
Health Programme 

ORLANDO P. CARVAJAL 


| — A DAY IN THE LIFE OF MANANG TAKYA 


A tear... two tears roll down Manang Takya’s emaciated cheeks 
as she stares blankly into the graying horizon. From a corner of the 
nondescript structure that passes for her house, a baby cries — the 
youngest in a family of nine. But Manang Takya does not hear, her 
mind still numb from the events of yesterday. It is all coming back to 
her with an overwhelming vividness that only adds to the pain of not 
knowing where and how to reach out for a solution to her problem. 


For some time now, Kardo, her husband, has been fighting the 
determined onslaught of tuberculosis. But it wasn’t that bad and Kardo 
has been on many occasions able to supplement her meager income as 
laundrywoman for the middle and upper gentry of the town. They were 
not eating very good food but they always had something. Their clothes 
were few and of cheap material but they were not exactly in rags 
either. The children have had to quit school after the elementary 
years but many anyway have gone through life decently without seeing 
the inside of a school. They were getting by. With a little bit of luck... 


Until yesterday’s misfortune struck. She remembers it all, the 
uncontrollable cough, the writhing pain, the foul-smelling blood, the 
cries of the children, the dazed trip to the hospital. The last had cost 
her half her daily earnings. The hospital bed, she was told, was free, but 
the medicines were not. She couldn’t remember the medicines. They 
sounded so strange, so foreign. But she remembered the prices. They 
were all beyond her means. And the food! Where will she get the 
nutritious food that her husband’s very weak body needed to survive? 
With P.4.50 (US$1.00 = @ P7) a day, what right has she earned? The 
right to live or is it perhaps the right to die a little less miserable than 
those who have nothing at all? 


This paper is the basis of a lecture presented to participants at the CCA 
Workshop on Rural Community Health held in the Philippines, 
November, 1976. Fr. Carvajal is the executive director of the Mindanao- 
Sulu Secretariat for Social Action in the Philippines. 
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Manang Takya welcomes the night and the faintest glimmer of a 
hope that tomorrow will bring some answers to her questions. 


BASIC ASSUMPTIONS 


We cannot begin to solve the health problem unless we defined it 
at the most concrete level of Manang Takya’s situation, unless tomorrow 
brings concrete answers to her human desperation and that of many 
others who, like Manang Takya, belong to the 70% of the most needy 
population. This has to be the take-off and touch-down point for all 
subsequent discussion on the subject if our workshop is not to de- 
generate into the irrelevant mental exercise of the thinking machine 
(as opposed to human) or of the self-fufillment bug (as opposed to one 
who truly serves). The problem, consequently, must either grip us at 
this gut-level of reality or it doesn’t grip us at all. 


However, the above-mentioned fundamental assumption in no 
way admits any purely theoretical verification. Hence, this paper will 
deal only with the following theoretical assumptions. The third and 
last assumption is a logical consequence of the first two. . 


A — The health problem is not a technical problem which can be solved 
through improved techniques and in isolation from the other! 
aspects of the Filipino’s social life. | 


B — The health-care system operative in Philippine society functions as 
an element within the macro-social system and has its role defined 
by the structure of that system. 


C — Any approach to the health problem, to be effective at a funda- 
mental level must define its role vis-a-vis the structures of society. 


THE HEALTH SITUATION 
A. On the Micro Level 


Mindanao, by and large, belongs to the rural sector of the country and, 
as such, can provide us with a picture of the health situation on th 
micro level. Here, therefore, are some facts from the Health Department, 
Region XI, 1975, on the following places: Davao City, Davao Sur, 
Davao Norte, Davao Oriental, South Cotabato, Surigao Sur, an 
General Santos City. At the outset, however, it must be noted that 
statistics have been generally observed to be inaccurate. The picture is 
usually worse than available statistical figures would depict. 


The above-mentioned places have a combined population of 2,811,929 
as of 1975. Serving these is a total Public Health Manpower of 73 
nurses, 34 dentists, 148 midwives and 73 physicians. There is, therefore, 
roughly one public health physician for every 38,520 population. This 
picture, as we shall see later, does not change substantially with the total 
percentage of ef ctors working in rural areas. 


There are 18 government hospitals with a total bedspace of 1270 and 
24 private hospitals with 1180 for a grand total of 2,450 bedspaces or 
roughly one bed for every 1,148 population. Deaths without medical 
attendance is 86.82% and births with medical assistance is only 32.87%. 
It is calculated that around 78.89% of the population who need 
hospitalization were not hospitalized. The average government per 
capita expenditure for health services in the region is #17,00 (about 
US $2.17) 


From Operation Timbang, the government’s nutrition programme 
74.46% of 340,741 children surveyed from 229,945 families were 
found to be suffering from malnutrition. 


B. On the Macro Level 


Mostly from data gathered by the Health Team of the Rural Missionaries 
we get the following overview of the health situation in the country. 


Health personnel and facilities are largely concentrated in urban areas. 
The distribution of Filipino physicians is: 40% in the U.S. or other 
countries; 20% in Greater Manila; and 13% in other cities. The remaining 
26% are sparsely distributed in the widespread rural areas where the 
70% of the most needy population live. The 1970 Population Census 
shows that there is one physician for every 2,800 persons in the country. 
But the picture is much worse, since, as one Director of a City Hospital 
said, many places listed as having a doctor has a doctor ‘‘in absentia.” 


‘The cost of medicine alone is beyond the reach of the vast majority of 
Filipinos who fall below the poverty line. For instance, in the poblacion 
of Nuro, Upi, North Cotabato, to see a private physician costsP.7.00.’ 
Common medicines ordered and their prices include: 


1 tube terramycin eye ointement | F450 
6 diatabs for diarrheoa _ 2,40 
12 Penicillin capsules, 250 mg. 6.00 
1 bottle Mucolixin cough syrup 7.50 
2 lasix diuretic tablets 3.40 
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1 bottle quanamycin suspension 7.00 
5 tablets TMZ for worm treatment 6.00 
6 Biogesic tablets for fever & pain 1.80. 


All of the above, are western-type drugs manufactured locally, under 
license from a foreign firm. There is no serious effort to develop the — 
Curative potentials of traditional local medicine. In fact, their use is | 
frowned on as backward and superstitious. 


The Philippines has the dubious distinction of having one of the world’s 
highest tuberculosis infection rates. In the entire Western Pacific Region, 
it holds first place with 40% of all TB deaths in the Region coming from 
the Philippines. Also, in a survey conducted by the Food and Nutrition 
Council over a 10-year period, 80% of the population was found to be | 
malnourished. Tuberculosis and malnutrition are generally considered 
reliable indicators of the status of public health in any country. 


Although declarations and plans are made for primary health care to 
the needy population, money continues to be invested in highly 
specialized institutions such as the Philippine Heart Center Foundation 
(completed in 1975 at a cost of well over #100 million) and the 
Nutrition Center Foundation of the Philippines (completed in October 
1975 at a capital outlay of P17 million, per newspaper reports). Still 
basic health needs such as potable water and immunizations are not yet 
within the reach of the ordinary Filipino. Medicare covers only persons 
with full-time salaried employment. 


C. Summary Statements 


The following summary observations can now be made on the structure 
of health services in the country. 


1. It is urban-oriented and revolves around the professional doctor, 
the hospital and the clinic. 


2. The whole concept of health care is basically cure-oriented. There is 
heavy reliance on expensive western drugs and facilities. 


3. As a result the majority who live in the rural areas and below the 
poverty line do not have access to health care. 


IV. 


THE HEALTH SYSTEM WITHIN THE STRUCTURES OF 
PHILIPPINE SOCIETY 


Even a cursory look at the structures of Philippine society can 
provide us with significant insights into the health problem. Philippine 
society is an interrelated (structured) set of systems that work harmoni- 
ously in correspondence with each other, mutually supportive of each 
other. It is within this structure or set of interrelationships that the 
economic, political and ideological aspects of health care are determined. 
It is within this structure oe the role of the health care system is 
defined. 


A. The Economic System and the Economic Aspect of Health 


This is a semi-feudal, semi-colonial economy in which the rural area is 
subservient to the urban section which in turn is similarly related to an 
economic center outside the country. 


The domestic economy is subservient to world capitalism. Hence, there 
is an uneven development in which the rich are getting richer and the 
poor, poorer, the urban sector more developed and the rural, more 
depressed. This system determines the other systems and is at the core 
of the inequality in the other systems, the health-care system included, 
as we shall see immediately below. 


The facts earlier have shown that health personnel and facilities are 
concentrated in urban areas where those who are economically favored 
live who can afford the high costs of medicine, medical treatment and 
hospitalization. Stratification, therefore, in the health-care system 
corresponds with that of the economic system where the rich urban 
sector gets more health services than the depressed rural sector. More- 
over, the domestic economy’s subservience to foreign centers of mono- 
poly explains the health-care system’s orientation towards western drugs, 
towards hospitals and clinics. Development of local medicines and of 
local techniques is a threat to the profitable medical-industrial mono- 
poly (by the economic elite both here and abroad) of the western drug 
and instrument market. Profit, not economy and effectivity, is also the 
determinant factor in health services. Curative care and treatment of 
illness have been made into scarce and expensive commodities, the con- 
sumption of which, in the absence of the rational alternative, i.e. basic 
and preventive health care, is compulsory, with dire economic con- 
sequences in the majority of the population. 
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B. The Political System and the Political Aspect of Health 


There is a centralization of decision-making in the hands of the few 
(upper classes). Again, the stratification in the political system corre- 
sponds with that of the economic system, the former being determined 
by the latter. The vast majority are powerless to participate in decision- 
making which affects different aspects of their lives. This system is a 
superstructure charged with the critical role of protecting and strength- 
ening the economic system. It dominates the economic system to pro- 
tect it from any radical challenge. 


Not by coincidence but by the immanent and unconscious logic of 
systems does the organizational structure for the delivery of health 
services duplicate the political structure of the country. The Heart and 
Nutrition Centres, for instance, are the result of top-level decision- 
making without consultation of the supposed beneficiaries. In general, 
the poor in the rural sector get what the ruling class in the urban | 
sector decides. Further, the doctor controls both the know-how and the 
magic portions of health care, leaving the patientsin the role of sub- 
missive supplicants and uncritical devotees of the medicine man. It is 
the doctor who defines health. It is the doctor who decides on the 
techniques, instruments, and medicines of health care. And the patients 
are only too happy to shirk the responsibility and leave the doctor to 
make the decisions about their health. It is a structure that promotes 
dependency. | 


C. The Cultural System and the Cultural Aspect of Health 


Major cultural outlets are controlled by the upper classes who promote | 
an elitist and foreign culture and favour an ideology justifying the status- 
quo. In general, this system is a vehicle more for the easing of tensions | 
within society than for the creation of growth-inducing challenges and 
conflicts. It acts as the outer-shield covering and fossilizing the political | 
and economic systems. By permeating the other systems with a_ 
justifying ideology, by communicating the hidden, implied message of. 
“all is well, do not rock the boat,” and by promoting a culture of sub- 
servience, it dominates the whole social structure and guarantees its. 
stability. 


The health-care system supports the dominating, elitist and foreign 
culture of the upper classes by promoting the myth that good health | 
means better western medicines and medical treatment; that there is a 


positive correlation between medical intervention and the health and 
well being of the people, and that western drugs and techniques of 
health care are superior. In short, the health-care system promotes a 
concept of health care that is beneficial towards its economic, and 
protective of its political aspects. It conveys the message that there is 
nothing wrong with the social structure of the country. For health 
development, all that is needed is more professional medical personnel, 
more sophisticated research, more (western) drugs and techniques, and 
for the dominated what is needed is more discipline, more industry and 
more thrift. 


COMMUNITY-BASED HEALTH PROGRAMME — MICRO SOLUTION 
TO A MACRO PROBLEM 


At this point in our discussion, the first two assumptions should 
have been sufficiently verified. We have seen that the health problem is 
not a technical problem. We have also seen that this is so because the 
health-care system functions as a support structure for the bigger social 
system. The health-care system is determined by the economic system, 
which explains its being urban-centered and oriented towards curative- 
intervention techniques. It is further dominated by both the political 
(hence, doctor-centered) and the cultural (hence, western drugs and 
technology) system. There remains now the task of exploring all the 
implications of our third assumption which is the logical consequence of 
the two. 


Our third assumption states that any approach to the health 
problem, to be effective at a fundamental level, must relate to social 
structures and define its social meaning within them. 


A. On the Macro Level of a National Programme 


Structural analysis indicates the need of a health-care system that is. 
rural-centered (instead of urban) and directed at the 70% of the most 
needy population. Further, a technology is called for that is geared 
more towards the elimination of the causes of diseases (hence, less- 
doctor-centered) than towards sophisticated crisis — intervention 
methods (the doctor’s monopoly). Finally, this system and the pro- 
gramme that promotes it must be based on aconcept that sees health-care 
as giving each person not so much the right to medical treatment as the 
right to be free from diseases; not so much the right to a clinical death 
when no adequate disease-prevention measures are taken as the right to 
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a natural death after all disease-prevention measures have been 
hausted. In short, our programme is one of ‘“‘demythologization,”’ 
the destruction of, the myth of the necessity of a doctor for all he 
matters, the myth of the superiority of western drugs and techniq 
the myth that the ultimate in health-care is sophistical clinical ins 
ments to delay natural death a few hours, a few days or even a 
months. 


B. On the Micro Level of a Specific Project 


Here, both analysis and actual experience point to the scientific basis 
community-based health programme which is beginning to give res 
in some small rural communities in the country. Not to be confused \ 
paramedics training, which is only one component of it, a commur 
based health programme represents a total attack on the existing hez 
care system in all its aspects, namely, economic, political and cultural. 
have already seen how each contributes to the perpetuation of the he 
problem whereby few have, and many have no, access to health servi 


1. The Economic Aspect of a Community-Based Health Programme 


Self-reliance is the key-word. First of all, the high cost of mec 
treatment is greatly avoided by minimizing the need for expen 
Crisis-intervention through the systematic elimination of the envi 
mental causes of diseases. The same end is achieved by the integra 
of an agri-nutrition programme that promotes the production 
consumption of food crops with a high nutritive value. Seco 
where curative measures become necessary recourse is made, when 
possible, to local medicine (herbs, etc.), the scientific developme 
which is another component of the programme. Thirdly, the a 
practice is for ordinary health needs to be taken care of by pro 
trained local health workers. Notice, therefore, that nowhere in the 
blem does the doctor play a prominent and critical role. He is rese 
for intervention in extreme and complicated medical cases. The soc: 
oriented are also involved in the training and supervision of the 
munity health workers. 


2. The Political Aspect of a Community-Based Health Programme 


Organization is the foundation for the self-reliance above and r 
participation. The community is organized into social units to wor 
their health problem. Through the organization, they participate in 
analysis of the community’s health problem and collectively decide 
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and implement, the solutions. They decide democratically who their 
health workers are going to be and how much they should be getting by 
way of compensation. If well organized, they can lobby for a share of 
the sample drugs given out by drug companies and demand for needed 
services from the concerned government agencies. In short, through the 
organization, the people take responsibility for their health needs and 
dependency on the doctor is minimized. 


3. The Cultural Aspect of a Community-Based Health Programme 


Not only through formal seminars but also, and especially so, through 
practice, the people begin to be aware of both their individual and 
collective ability to take responsibility for their health needs. They 
begin to develop appreciation for, and confidence in, local medicine. 
A new concept of health slowly emerges that relates it as an element to 
the total life of the community and not as a technical matter for doctors, 
drugs and techniques to solve. This awareness of potential is, moreover, 
expensive. If the people see that they can collectively take care of their 
health needs, they will start to apply this organized and collective 
awareness to attack other community problems. Actual collective 
praxis provides a community-oriented approach to all problems, not 
just health. Self-identity is acquired and the myth of the poor man’s 
inferiority destroyed. 


DEMYTHOLOGIZING HEALTH — A SUMMING UP 


A very popular song perhaps summarizes best the mythical concept 
and approach to health in these words: ‘Oh, mother, mother, am | sick? 
Please call the doctor very quick!’”’ Again, included in this mythology 
is the absolute necessity of the doctor for all aliments and the superi- 
ority of western drugs and techniques which work like magic to the 
unschooled. The justifying myth is the prevalent, albeit implicit under- 
standing of the health problem as a technical matter to be solved by 
more sophisticated crisis-intervention techniques. 


Manang Takya’s husband was a victim of this myth. Anti-TB drugs 
are very expensive and cause the patient to develop immunity to them 
after prolonged and intermitent use. But above all, Manang Takya’s 
husband need not have contracted TB if the existing health care system 
had bothered, to give more than token attention to the elimination of 
the cause of this dread disease and if the economic system had provided 
the family with the wherewithal to cope with the financial demands of 
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both prevention and cure. The myth, however, endures because it has a 
function in the perpetuation of existing economic, political and cultural 
structures of domination. What would happen, for instance, to the huge 
profits raked in by multi-national drug companies from the eighty or so 
brands of multi-vitamins and antibiotics if local herbs prove to be 
truly as effective cures for infection? 


Truth is not really stranger than fiction. It is simply made to 
appear so. In health, the same is true of myths and realities. 


FORMULATING AN ALTERNATIVE 
RURAL HEALTH CARE SCHEME 
FOR INDIA 


D. BANERJI 


I. POLITICAL DIMENSIONS OF THE HEALTH STATUS AND THE 
HEALTH SERVICES OF A COMMUNITY 


Health services are one of the many factors that influence the 
health status of a population. Health of a population is also influenced, 
sometimes even more significantly, by such social and economic factors 
as nutrition, water supply, waste disposal, housing, education, income 
and its distribution, employment, communication and transport and the 
social structure. Secondly, as are the other factors influencing the health 
status, the health services of a community is usually a function of its 
political system. Political forces play a dominant role in the shaping of 
the health services of a community, through decisions on resource 
allocation, manpower policy, choice of technology and the degree to 
which the health services are to be available and accessible to the 
population, for instance. 


These political dimensions of health services — political economy 
of health — are brought into a sharp focus by the cases described in the 
World Health Organization publication, Health by the People(1). In 
countries exempltfied by China and Cuba, where very positive efforts 
have been made to involve the entire population in the process of de- 
cision making as a part of a nation-wide political movement for bringing 
about a radical social change, an alternative perspective for rural de- 
velopment and, as one of its components, an alternative health care 
system, developed as its logical corollary. In these countries, the very 
process of bringing about democratisation of the political system had 
led to serious questioning of the technological, social and economic 
bases of the health care system which was prevailing earlier. 


This article was first published by the Centre of Social Medicine and 
Community Health, Jawaharlal Nehru University, December, 1976. The 
author Chairman of the Centre was a speaker at CCA Workshop on 
Community Health, Bombay India, March, 1977. 
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In the case of Tanzania, where serious attempts are being made to 
promote democratisation at the grass-roots, the earlier health care 
system, which was inherited from the colonial rulers, is being subjected 
to a close scrutiny. This scrutiny has already led to a shift in the allo- 
cation of resources from the urban to the rural, from the curative to the 
preventive and from the privileged class orientation of the services to 
those which are oriented to the under-privileged classes. 


In all these three instances, all the sections of the community, 
particularly the weaker sections, have been actively involved in the 
shaping of an alternative primary health care services and in its im- 
plementaion. 


Significantly, in countries where the process of democratisation 
has not made deeper inroads, there is considerable hesitation and often 
confusion in the formulation of alternative health care systems. The 
WHO publication describes two categories of cases. One category is 
exemplified by two oil rich countries. In both these countries, the 
political system has not allowed any change in the highly sophisticated, 
State subsidised curative services in urban areas which are accessible 
mostly to the privileged classes. However, both these countries happen 
to have very dedicated leaders in the persons of C.L. Gonzales (in 
Venezeula) and Majid Rehnama (in Iran). Even within the very stifling 
political constraints, they have been able to make significant innovations 
in the rural health services of their countries. However, it is still to be 
seen whether within the existing political climate the alternatives pro- 
moted by these workers will turn out to be a viable one. 


The other category is exemplified by Guatamala, Indonesia and 
India. In all these three countries, not only has the process of demo- 
Cratisation not reached the underprivileged and the deprived sections 
of the population to any extent, but there has also been a conspicuous 
lack of leadership in the field of health care. This might explain why in all 
these three cases inspiration for alternatives had been sought from the 
experiences of Christian missionary organizations. These experiences 
are derived from programmes which had available to them disproportion- 
ately large amounts of resources (when compared to the very small . 
population served by them). Further, they had workers who worked 
with a missionary zeal. These certainly are not reproducible and they 
cannot be considered as alternative health care systems for the rural 
populations of these countries. 


ALTERNATIVES IN HEALTH SERVICES UNDER DIFFERENT 
POLITICAL SYSTEMS 


Formation of alternatives is thus essentially a political question. 
A -crucial determinant of the nature of an alternative is whether there 
is a political system which continues to encourage a country to be 
ruled by an oligarchy or whether it actively promotes a change in the 
social system which enables the masses, particularly the underprivileged 
and the underserved, to actively participate and to have their say in the 
affairs of their country. 


Under a political system which sustains the status-quo which per- 
petuates an oligarchy — alternative systems are formulated either to 
find more effective approaches to serve the ruling oligarchy or, much 
worse, to provide on aura of legitimacy to an obviously unjust social 
system by arousing false hopes among the underprivileged and the under- 
served. 


Development of super specialities to provide services which are 
mostly accessible to the privileged classes can be cited as an instance 
of an alternative health care system within a political framework which 
perpetuates an oligarchy. Establishment in poor countries of Rotary 
Club supported cancer hospitals, setting up of units for cardiothoracic 
surgery and neurosurgery and other such super specialities and opening 
of elaborate intensive care units, form the medical care components of 
alternatives under such political systems. Campigns for cancer control, 
development of genetic counselling services and control of noise pollu- 
tion are examples of components of preventive services of such alter- 
natives. Imposition of compulsory sterilisation on the weaker sections 
of the population, without making available to them even the most ele- 
mentary health care services and economic security provides another 
facet of an alternative within this political framework. 


Efforts to cover up such obviously unjust and inequitous distri- 
bution of community health resources in poor countries by projecting 
manifestly unreplicable measures as miracle solutions of the health 
problems of the masses in these countries form an even more pernicious 
category of alternatives within political systems that are dominated by 
an oligarchy. Work by a highly respected clinician to develop ‘‘volun- 
tary” health services in a peri-urban population of a few thousands 
with the help of heavy state subsidy, heavily subsidised health insurance 
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schemes to cover some villages and state subsidised health cooperatives 
to cover the medical needs of the ‘‘middle’’ classes are instances of this 
category of ‘‘alternatives’’ (2). In recent years a number of Christian 
missionary institutions, which have extended their ‘‘charitable’”’ medical 
work from the hospital to the community, have been projected with 
the help of a well orchestrated propaganda campaign as alternative health 
care systems(2). Here, again, adequate consideration has not been given 
to their replicability in the rural population at large. 


In their eagerness to find alternatives within the existing political 
framework, unwittingly, or otherwise, research workers have lost sight 
of a most glaring sociological characteristic of rural populations of the 
poorer countries — the acute stratification of such populations into a 
small but all-powerful oligarchy which has a stranglehold on the vast 
masses of the dispossessed and the deprived population. It has been 
assumed that such a ‘‘community”’ can select its own health functionary- 
its own barefoot doctor and thus it will be possible to have an alternative 
of “health by the people” as opposed to the earlier approach of “‘health 
to the people.”’ 


In a political system where there is a commitment to extend the 
process of democratisation and involve the entire population in decision 
making, the circumstances for formulating an alternative health care 
system are basically different. In the first place, in such situations there 
is considerable enthusiasm among the people to actively participate in 
the shaping of their health services system and in actually running it. 
Secondly, the very process of democratisation ensures that those working 
at the technological levels are impelled to evolve an alternative tech- 
nological framework which is more meaningful to the entire population, 
particularly to the weaker sections. 


No doubt, more often than not, this commitment to democrati- 
sation is used as a mere facade to perpetuate the old unjust social 
relations. It is also very likely that under such political conditions formu- 
lation of an alternative system, however scientific and relevant, becomes 
at best a mere academic exercise. Nonetheless, even an academic exercise 
can become a useful instrument for putting some pressure to bring 
about the desired political change by offering concrete, well thought out 
alternatives. It can in any case serve as a blueprint for action when the 
political changes finally take place. 


DEVELOPMENTS IN THE HEALTH SERVICES IN INDIA 


Truly conforming to what Gunnar Myrdal has called the “soft 
State’ character of the Indian Political system, while soiemnly pro- 
mising to make available benefits of the health services to the masses, 
particularly to the weaker sections, the political leadership of in- 
dependent India not only perpetuated the old colonial tradition of 
having an urban, curative and privileged class orientation of the health 
services, but it also actively promoted such a colonial outlook by 
making available disproportionately more hospital beds for urban 
populations, by setting up more extensive facilities for super specialities 
which are accessible mostly to the urban population, by very rapidly 
expanding facilities for western oriented medical education and by 
abolishing the old licentiate medical course, for instance. 


Recommendations by the Bhore Committee (Health Survey and 
Development Committee) (3), which was set up by the colonial govern- 
ment of India in 1973, provided an almost revolutionary alternative to 
the then existing health care system of British India. Apparently 
inspired by the Soviet Union and by the welfare measures recommended 
by the Beveridge Committee of the United Kingdom, the Bhore 
Committee adopted the following as the guiding principles for its 
recommendations (3,pp. 5—6): 


(i) | No individual should fail to secure adequate medical care because 
of inability to pay for it; 


(ii) Health programmes must, from the beginning, lay special em- 
phasis on preventive work; 


(iii) The need is urgent for providing as much medical and preventive 
care as possible to the vast rural population of the country 
because they received medical attention of most meagre descrip- 
tion although they pay the heaviest toll when the famine and 
pestilence sweeps through the land; and, 


(iv) The doctor of the future should be a social physician attracting 
the people and guiding them to healthier and happier life. 


Significantly, way back in the thirties, the leadership of the 
freedom movement in India had also accepted similar guidelines for 
developing health services for independent India (4). The Report of the 
Bhore Committee, which was submitted just on the eve of independence, 
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should have provided a very valuable draft blueprint for a new approach 
to health services in India. In fact, the government of independent 
India readily accepted the recommendations of the Bhore Committee. 
However, apparently because of the political orientation of the leader- 
ship, the key recommedations of the Bhore Committee got considerably 
diluted and there was considerable delay in actually putting on the 
ground even those diluted versions of the recommendations. Ironically 
enough, the same political forces invoked the Bhore Committee Report 
and the urgent health needs of the ‘‘people of India” te perpetuate and 
actively promote the colonial tradition of urban, curative and privileged 
class character of the health services system of the country. 


Only after 20 years of independence was it possible to cover the 
rural population of the country by a type of primary health centre which 
is manifestly rudimentary and grossly inadequate, both in terms of the 
quality of the services as well as coverage of the population(5). These 
primary health centres are a very far cry from what was suggested by 
the Bhore Committee: they did not have even a fourth of the “irreducible 
minimum requirements of the staff’? recommended by the Bhore 
Committee (and that too as a short-term measure). During the same 
period spectacular progress was made in expanding the medical edu- 
cation system of the country — with expansion of hospital facilities in 
urban areas, both qualitatively’ as well as quantitatively. 


Subsequently, some more efforts were made to develop alter- 
native health care systems for rural populations. In 1963 a Government 
of India committee(6) recommended that rural populations may be 
provided integrated health and family planning services through male 
and female multipurpose workers. But the clash of interests of malaria 
and family planning campaigns soon led to the reversion to unipurpose 
workers. In 1973 yet another Committee(7) revived the idea of pro- 
viding integrated health and family planning services through multi- 
purpose workers. This time also the prospect of effective implement- 
ation of the scheme does not appear to be very bright. Earlier, there had 
been at least two more efforts, both similarly abortive, to develop 
alternative health strategies. One, the so-called Master Plan of Health 
Services envisaged, (in 1970) more incentives to physicians, establish- 
ment of 25-bed hospitals and use of mobile dispensaries for remote and 
difficult rural areas(8). The other(9), apparently inspired by the 
institution of Barefoot Doctors of China, was to mobilise an estimated 


2,000,000 Registered Medical Practitioners of different systems of 
medicine as “Peasant Physicians’ to serve as rural health workers. 


Because of this long neglect of health care needs of the masses, 
even today as many as four-fifths of the population of the country does 
not have access even to most elementary health care services. 


The same soft state approach governed the formation of alter- 
natives in medical education. The need to radically reorientate medi- 
cal education to suit the conditions prevailing in India was recognised 
way back in the early fifties. Since then numerous committees, seminars, 
conferences and workshops have dutifully reiterated the need for such 
reorientation. Yet the system of medical education remains heavily 
oriented to the conditions of the highly industrialised countries, with 
emphasis on highly sophisticated, curative practices, along with all 
their paraphernalia of mystification, professionalisation and total 
submission to the dictates of the drug industry. 


A PERSPECTIVE FOR FORMULATING AN ALTERNATIVE 
HEALTH CARE SYSTEM FOR INDIA 


A political system that actively encourages a change process 
which promotes involvement of all segments of the population in the 
development of health services and in their implementation as a part of 
their involvement in the larger sphere of services in the social and 
economic fields, is an essential pre-requisite for setting up any meaning- 
ful alternative health care system for India. Such democratisation is not 
possible in a stratified society where a small privileged class controls the 
social and economic life of vast masses of the people. A campaign for 
active promotion of a people oriented alternative health care system 
thus in fact becomes a potent tool for pressing for change in the 
political system. | 


As aresult of democratisation, medical technology is subordinated 
to the interests of the community: the health services system is demysti- 
fied, deprofessionalised, debureaucratised and decommercialised to 
provide better services to the masses. Such a subordination of the 
medical technology to the community needs should lead to basic 
changes in the entire ‘‘culture’’ of the health services system: changes 
in the value orientation of the personnel within the services, changes 
in the institutions for education and training of health workers and 
changes in the approach to research. 
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Under such changed circumstances the challenge in the field of 
research will be to develop a holistic research perspective which covers 
the entire realth system. Attempts thus far have been to see, in an 
arbitrary manner, often without using any research methodology 
whatsoever, only fragments of the whole — in the form of mass cam- 
paigns, basic health workers, multipurpose workers, difficult areas and 
peasant physicians and practice of the indigenous systems of medicine. 
Indeed, many of these fragments will acquire an entirely different 
relevance when they are seen from a holistic perspective. 


Four major categories of variables which are obviously relevant 
for acquiring such a holistic perspective for rural health services are: 


1. Variables related to the different dimensions of the various 
community health problems; including the ecological, cultural 
social and economic factors which determine these dimensions 
of the problems. For example, in the field of tuberculosis, 
epidemiological surveys provide vital information concerning 
the size, extent, distribution and time trends of the disease; 
assessment of tuberculosis as a problem of physical suffering 
and economic suffering and the response of the victims to such 
suffering provide information which is of critical importance 
for formulation of an alternative. Similarly, analysis of 
ecological factors — e.g., the resistance of the host, mediating 
factors in the environment and the virulence of the agent — 
provide critical insights for developing a more rational strategy 
for dealing with the problem. 


2. Variables related to identification of an appropriate medical 
technology. It is essential that technology for dealing with a 
health problem is not considered in isolation from other factors 
which are relevant to the provision of health care to a com- 
munity. A technology for a given health problem should be a 
part of a package of technologies for dealing with the health 
problems of the community as a whole; and that package has 
to be shaped to fit in not only with the agency for delivering 
the package but also with the acceptance of the package by 
the community, its applicability in terms of the resource con- 
straints and its epidemiological relevance. There is thus an 
intimate and often very intricate interconnection, not only 
amongst various alternative technologies for a group of health 
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problems, but also between such a package of technology with 
the epidemiological character of the health problems, available 
resources, agency for delivery, and above all, with the com- 
munity or the consumer. 


3. Variables related to the agency for the delivery of health 
care. Here, again, the community is the pivot. Social and 
cultural data are basic to identification of a network of per- 
sonnel which will deliver the health services needed by the 
community. Such supportive factors as supplies, transport, 
referral system and the entire supervisory echelon are also 
included under this category of variables; and, 


4. Variables related to education and training of health workers of | 
different categories, research, planning and evaluation. 


Consideration of the numerous variables under the above four © 
and other categories requires adoption of a holistic approach to formu- 
lation of alternatives. A health care delivery system is an organized | 
complexity in which its several components are in complex interaction 
with one another. As it is not always possible to take into account all 
the variables of such a system, it becomes necessary to identify at 
least the key variables within the system which are of decisive relevance. 
Data on the key variables are then used to formulate a number of alter- 
native ways of providing health care delivery. Making of forecasts 
(with or without the aid of mathematical models) concerning the 
relative effectiveness of the formulated alternatives helps in identifying 
one or more of them which is (or are) likely to be most effective. As — 
the data that have been used for making such forecasts are not always 
very precise or even very reliable and as the forecasts themselves have 
often to be made on the basis of some hunches rather than on well | 
established quantitative behaviour of the key variables, it is particularly | 
important to subject the data and the postulates or hunches which led 
to the choices of the solution to practical test under live conditions — 
have the choices test run, which either confirms the forecasts or, if not 
confirmed, provides a framework for making alternative choices. Once 
the choice is well tested, it is recommended for implementation on a 
community wide scale. 


Techniques such as operational research, systems analysis and 
linear programming are very relevant for studying such complex systems. 
By the use of such techniques, data concerning the different components 


of a system, which are derived from concepts and methods of a variety 
of disciplines, are processed and synthesised with a view to formulating 
an alternative system .which is more effective; these techniques are used 
in an attempt to “‘optimise’’ the use of the available resources. These 
techniques also provide a framework for identifying the direction of re- 
search that is to be carried out in the laboratories, in the hospital wards 
and in the community at large in order to make the system as a whole 
more and more effective. It is particularly noteworthy that in following 
such approaches to research, priorities for research in specialised areas 
are determined by the overall requirements of the health care delivery 
system. Research in health care delivery system thus does not preclude 
research activities in highly sophisticated fields. It only ensures that 
as long as the central focus is the community, the distribution of 
resources for research should be determined by the requirements of 
community health research, rather then by the personal preferences or 
biases of individual research workers. 


SCOPE FOR IMMEDIATE ACTION TO IMPROVE THE HEALTH 
CARE SYSTEM IN INDIA 


As has been pointed out earlier, increasing democratisation of the 
political system, through a change in the “culture” of the health care 
system, will stimulate research work which is specifically directed to- 
wards making more effective use of the resources for providing health 
care services to the people, particularly to those who were earlier neg- 
lected. This, however, does not imply that action will have to wait till 
findings from complex, time consuming researches are made available. 
In fact, while such researches goon, the same political forces will 
actively press decision makers and research workers to come out with 
specific alternative programmes for immediate action that can be formu- 
lated by making judicious use of all available data and, where required, 
supplement the data with intelligent hunches. A built-in feedback sys- 
tem and on going research on the alternatives will ensure that the 
suggested alternative for immediate action is constantly monitored and 
its performance improved. 


An obvious framework for suggesting an alternative to the existing 
approach of ‘‘selling’’ some technology to the people will be to start 
with the people. This will ensure that technology is harnessed to the 
requirements of the people, as seen by the people themselves — i.e. 
technology is subordinated to the people. This alternative enjoins that 
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technology should be taken with the people, rather than people taken 
with technology, by ‘‘educating”’ them. 


Based on their way of life, i.e., on their culture, people in 
different communities have evolved their own way of dealing with their 
health problems. This concept forms the starting point indeed the very 
foundation of the suggested alternative for immediate action. People, 
on their own, seek out measures to deal with their health problems. 
Meeting of the felt needs of the people which also happen to be epi- 
demiologically assessed needs receives the top priority in such a frame- 
work for an alternative. People should not be ‘‘educated”’ to discard 
the measures that’they have been adopting unless a convincing case is 
made to show that taking into account their own perspective of the 
problems and under the existing conditions of resource constraints, it 
is possible to have an alternative technology which will yield significant- 
ly greater benefits to people in terms of alleviation of the suffering that 
is caused by a health problem. ~ 


As is the way of life, health behaviour of a community is a 
dynamic phenomenon; it changes with changes in the epidemiology of 
the health problems, available knowledge relating to such problems, 
availability of resources and other such considerations. Therefore, to 
be based on such a dynamic phenomenon, the alternative for immediate 
action is required to be correspondingly accommodative. - 


More detailed suggestions for immediate action concerning the 
major components of an alternative framework which is based on the 
above concepts are as follows: 


Medical Care 


Community members may be encouraged to make maximum 
use of self-care procedures through continued use of various home 
remedial measures. Services of locally available practitioners of 
various systems of medicine should be used as a supplement. 
Another supplementary community resource can be created by 
providing training to community selected primary health workers, 
who are specifically drawn from among the weaker sections, who 
can make available home remedies and remedies from the in- 
digenous and western systems of medicine for meeting the 
medical care needs. Services of full-time health auxilaries may be 
used only to tackle more complicated cases and those which need 
more specialised care. 


Maternal and Child Health Services 


Here also the key workers are those who have thus far been 
providing services to the community — the family members 
assisting in child birth and child rearing and the traditional birth 
attendants. The birth attendant or any other community selected 
member can be trained as a primary health worker to work with 
the members of the community to improve the work that is 
already being carried out there and to provide assistance when 
called for. They, in turn, are backstopped by the fulltime 
auxiliary health workers and by the primary health managerial 
physician and other referral services. 


Findings concerning oral rehydration of children with severe 
diarrhoea provides a very valuable technological device which 
can be used by the mothers themselves when their children 
suffer from diarrhoea, with birth attendants, primary health 
workers and other full-time employees providing support to 
these mothers. Primary health workers,similarly, can be valuable 
delivery agents for providing nutritional supplements, while the 
mother is trained to monitor weight gain of her child. Then 
primary health worker again can organize the community 
resources to provide some form of a creche to the children of 
the mothers who have to go out to work in the field. 


Control of Communicable Diseases 


Even with existing strategies which were mostly developed 
to deal with many communicable diseases as “‘vertical’’ pro- 
grammes, primary health care workers and other community 
level personnel can take over many of the duties that are at 
present being carried out by specialised unipurpose health work- 
ers. Surveillance of malaria and smallpox, treatment of cases of 
leprosy, filaria and trachoma, spraying of houses with insecticides 
and water management, including vector control, are some of the 
duties that can be taken over by the community. Demystification 
of diagnosis and treatment of tuberculosis patients has made 
it possible to bring about a shift in the work from trained pro- 
fessionals to workers at the community level and at the level of 
auxiliary workers at the health centre. Similar studies concerning 
other communicable diseases can also lead to demystification 
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and simplification of technologies so that they could be made use 
of by the community itself or by auxiliaries with limited training, — 


Fertility Regulation Programme 


The primary health care approach, particularly when it is a_ 
component of a rural development programme, is likely to have | 
a profound influence on the fertility regulation measures. Edu- 
cation of women, opening up of employment opportunities for 
them, their participation in community activities, greater social 
justice and fall in the maternal and child mortality and morbidity 
in particular and mortality and morbidity rates of the total 
population in general, are likely to materially change the level of 
motivation for a small family norm in the community. Rise in the | 
age at marriage of men and women is expected to have a direct — 
demographic impact. Even within the limited framework of pri-— 
mary health care, methods such as the use of condoms and 
other “conventional” contraceptives, coitus interruptus, the — 
rhythm method and the contraceptive pill may acquire much | 
greater significance with the people. 


Community health workers will be the most appropriate per- 
sons to support such community activities by providing the 
needed contraceptives. They also can be a vital link for the 
community to make use of other methods such as male and female — 
Sterilization, induced abortion and |UD insertion at the health 
centre. 


Environmental Sanitation Programme 


Thus far progress in this field has been very sluggish due to © 
heavy cost and lack of community participation. Community © 
involvement in environmental sanitation programmes through — 
efforts of community health workers and interdisciplinary research | 
efforts to develop technologies that are appropriate to the specific — 
conditions in different rural communities will contribute signifi- 
cantly in increasing the cost-effectiveness of the programme. — 


Integration of Primary Health Centre with the National Health 
Services | 


It is essential that the principles underlying primary health — 
care are fully accepted and assimilated at all level of the hea!th 


service organisiation, most particularly at the highest level of 
decision making. Specifically, among other considerations, this 
will involve adequate support at the levels of: 


Supervision: Providing technical support, guidance and enco- 
uragement to workers at health centres and at the village level; 


Logistics: In the form of drugs, equipment other supplies, trans- 
port, etc.; 


Linking Primary Health Care with Regionalised Health Care 
Services at the National Level: By ensuring to and for exchange 
of patients, personnel and facilities and developing a to and fro 
communication system; 


Community Orientation of Education and Training of Health 
Workers: This is a most vital element for promotion of primary 
health care. It is essential for suitable socialisation of community 
health workers. Concepts of organization and management of 
primary health care are so articulated that they form the content 
of curricula for providing education and training of all categories 
of health workers, from the most sophisticated to the most 
elementary health worker; 


Research and Evaluation: Primary health care is a dynamic con- 
cept which needs constant monitoring and research input to 
improve its cost effectiveness. The premises, the problems, the 
requires an entirely different approach to planning, i.e. planning. 
Correspondingly, constant research efforts are required to keep 
on readjusting and re-enforcing the programme to keep it in tune 
with the changing conditions; 


Planning: Principles of primary health care require an entirely 
different approach to planning; it is planning for health and not 
for health services, with the understanding that such planning for 
health is a component of the overall socio-economic planning. 
Secondly, even within the limited framework of planning for 
primary health care, emphasis on starting from the people 
requires an entirely different approach to planning, i.e. planning 
from below. 
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Vi. 


SUMMARY 


Formation of the alternative is essentially a political question. — 
Health services and other social services and economic considerations | 
that influence the health status of a community are considerably in- — 
fluenced by the nature of the political system of a community. In 
political systems which perpetuate domination by an oligarchy, alter- 
native systems are formulated either to find more effective approaches 
to serve the ruling oligarchy or to provide an aura of legitimacy to an 
obviously unjust social system by arousing false hopes among the 
masses. A social structure manifesting acute polarisation between the 
haves and the have nots is inimical to the development of an alternative 
health care system for meeting the needs of the entire population. 
Democratisation of the political system is the key to the formation of 
an alternative. 


1" the case of India, where the process of democratisation has 
not yet reached the underprivileged and the underserved to any signifi- 
cant extent, the health service system continues to nurture the colonial 
tradition of having a curative, urban and a privileged class orientation. 
The ruling classes have actively promoted those alternatives which 
served their interests. Expansion of western oriented medical education 
and establishment of more facilities for curative services, often of very 
sophisticated nature, in urban areas, are instances of such actions. 
Search for an alternative health service system to cover the entire 
population has been half-hearted. Even the few promising lines of 
action that were developed under such unfavourable conditions were 
not implemented effectively enough. A political system that actively 
encourages involvement of the entire population in the development of 
the health services and in their implementation is an essential pre- 
requisite for setting up any meaningful alternative health care system 
for India. Democratisation of the political system will subordinate 
medical technology to the interests of the community: it will be 
demystified, deprofessionalised, debureaucratised and decommercialised. 
It will bring about a change in the entire “culture” of the health service 
system. 


The challenge in the field of research to form an alternative 
health care system will be to develop a holistic research perspective 
for the health systems in its entirety. Four major categories of variables 
which are obviously relevant for acquiring such a holistic perspective 


are: 


(i) variables related to the different dimensions of the various. 
community health problems; 

(ii) variables related to identification of appropriate medical 

technology; | 

(iii) variables related to agency for the delivery of health care; 
and, | 

(iv) variables related to education and training of health workers, 
research, planning and evaluation. 


While such researches go on, it is possible to single out specific 


alternative programmes for immediate action by making judicious use 
of all available data and supplementing them with intelligent hunches. 
These specific suggestions for immediate action cover the fields of 
medical care, maternal and child health services, control or eradication 
of communicable diseases, programmes for fertility regulation, environ- 


national health services. 


mental sanitation and integration of primary health care with Wee» 
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Il. IN PRACTICE 


Introduction 

The discussions with Carvajal and Banerji provoked an intense reflection 
on the programmes of the participants. Anticipating this focus at the work- 
shop we asked the participants to prepare beforehand a review of the pro- 
grammes in which they were involved. To help in this work, the participants 
were given a loose format, the purpose of which was to allow them to begin 
to think about health in the socio-political context. The materials they shared 
gave us a major imput for the discussions which followed. 


Participants were given the case study format two-three months prior 
to the workshop. In the case of the workshop in the Philippines, each country 
represented was asked to present one case study. The Filipino group selected 
a case study team composed of a doctor, community worker and village health 
worker who travelled together to collect data and reflect upon the three 
programmes in which they each worked. These programmes were: the 
MAKAPAWA Community Health Program, Leyte; Kapunogan ng mga 
ina-Katilinbon Program para sa Maayong Panglawa, Kibawe, Bukidnon; and 
Barangay Medic Program of the Diocese of San Palo, Laguna. This later pro- 
gramme we all were able to visit for two days to do our own “community 
diagnosis’’. | 

The Indonesians chose to look at two programmes —— the Bethesda 
Heaith Centre GKPS Seribudolok, North Sumatra and the Community Welfare 
Development Programme in the Banjarnegara Regency in Central Java. 
They analyzed these programmes in terms of the three issues of participation, 
training and sustaining the programmes. 


The Malaysian participants all came from one programme —— Com- 
munity Health Education and Motivation Programme (CHEMPRO) at 
Kapit, Sarawak. They used this opportunity to bring their staff and advisory 
committee together to evaluate and analyze the work of the first two years 
of their programme. 


Participants to the Indian workshop came from two countries —— India 
and Nepal. In practically no instance were there two people from the same 
programme. For this reason, we asked each participant to prepare a short 
paper on his/her own work. Again we asked this material be evaluated in the 
socio-political context. 
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It would be ideal of course to publish all the case studies but neither 
time nor space permits such as endeavour. We chose the following five case 
study programmes because each presented a different approach to com- 
munity health planning. The Bukidnon programme in the Philippines describes 
how a community chose health as a means to confront the oppression of the 
local authorities and asked for outside help to set up the programme. The 
Community Welfare Development Programme in the Banjarnegara Regency 
in Central Java focuses on a programme which was started at a Church Health 
Centre and is now using the centre and staff only as resources for advice and 
referral for treatment. Sarawak’s CHEMPRO programme looks at a plan for 
developing community health from money obtained by selling the Church 
hospital to the Malaysian government. The India case study programme, the 
Tilaknager Slum Programme, is unique not only because of its urban based but, 
more important, it is the only programme discussed at our workshops in which 
the workers went to the community and waited for the community to tell them 
what to do. The Shanta Bhawan Community Health Programme of the 
United Mission to Nepal discusses how a large hospital is attempting to make 
a health programme into a community based programme. 


In editing these case studies, | have tried to remain as true as possible 
to the original text but still attempt to clarify obscure meanings or fill in 
background were necessary. In some cases a good deal of editing had to be 
done. | only hope that the spirit and the intentions of the case study groups 
have not been lost in the imposition of the English language. 


INDONESIA 


Land Area: 


Population: 

Per Capita Income: 
Population in urban area: 
Crude death rate: 

Crude birth rate: 

Infant Mortality rate: 
Population growth rate: 
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GENERAL DESCRIPTION OF THE COUNTRY 
Historical Note: 


The Hindu and Buddhist kingdoms of Indian cultural inspiration 
which arose in Sumatra and Java from the 7th century, succumbed from 
the 14th century to the slow advance of Islam. From early in the 1500s, 
the Portuguese, who had come in search of spices, built fortresses in the 
Moluccas. One hundred years later they were replaced by the Dutch, 
who began the slow subjugation of Java and other islands, which they 
completed in the 19th century. 


The Dutch did much to foster the economic development of Java, 
to a large degree through the oppressive cultural system — the forced 
cultivation of cash crops — until evicted early in 1942 by the Japanese, 
under whose rule nationalists were able to organize and, on Japan’s 
surrender, to issue the Declaration of Independence on August 17, 1945. 


Sukarno became President of the new republic which immediately 
had to contend with Dutch before proclaiming a unitary state on 
August 15, 1950. Sukarno’s policy of friendship with the local com- 
munists and with China, his confrontation with Malaysia and the waste 
and inefficiency of his administration was terminated by the military 
regime which took power in mid-1966, in the wake of the abortive 
communist coup of September 30, 1965. In 1975 Indonesia maintained 
political and economic stability, with the military influence gradually 
waning in the arena of decision-making. 


Socio-Political Profile: 
a. Present Political Structure: 


Indonesia is governed by the People’s Assembly Council which 
provides the mandate for presidential rule. This Assembly is 
comprised of two political parties which are a fusion of several 
political interest groups and one task force (Golkar). The Council 
is re-elected every five years. The next election will be held in 
May 1977. 


b. Ethnic Composition of the Nation: 


There are many tribes of various traditions and cultures who are 
united under the political policy of “One Nation, One Motherland 
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One Language.”’ There are also several groups of foreign origin 3 
i.e. Chinese, Arabs, and Indians many of whom still do not have , 
Indonesian citizenship but do play an important economic role in — 


the development of the country. 
Role of Religion: 


There are offically five recognized religions — Moslems who com- 


pose 80% of the population, and Protestants, Catholics, Bali — 


Hinduism and Buddhist. There is a great deal of tolerance among 


them and very little official constraint. Religion plays an important © 
role in the development of the country because it provides a _ 
communication centre and bridge for the development process _ 


among various grassroot people. 


Social-political Structures in the Rural Area: 


Activities of the political parties do not reach the villages. Feudal- { 
ism is all dominate in many places. In smaller villages the sense of 
community is very strong. Also because there is a prevailing heir- _ 
archical attitude the village leader is a powerful figure in rural live. — 


Major Socio-economic Problems in the Countryside: 
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There are the problems of uneven land distribution with some — 
people owning much land and many people owning little or no © 
land. There is the problem of labour underutilization. Many young | 
people are school dropouts and have no economically productive — 
skills. Yet many go to the urban areas without sources of income © 
leaving a labour shortage in the agricultural rural areas thus in- 


curring agricultural production problems. 


Economic Profile: 


Major Occupations: 


The major occupation is agriculture. About 36% of the total — 


population comprises the labour force. The registered unemployed — 


is more than 5%. 


Distribution of Income: 


53% of all production belongs to 20% of those in the highest in- — 


come bracket; 32% of all production belong to those 40% in the 
average income bracket. However, the economic situation is 


improving as witnessed by the fact that the income per capita is — 


increasing although it is still unevenly distributed; the employment 


rate is decreasing due to increased employment possibilities; 
agricultural production is increasing and the industrial sector is 
being developed. 


Health Profile: 


Government Health Care Delivery System: 


The government maintains a referral system which has a health 
sub-centre at the lowest unit and the hospital at the top. This 
referral administrative system operates at the district, regency and 
provincial levels. In addition there are private practioneers and 
traditional healers who operate outside this system. The following 
table presents health facilities registered in 1973: 


TABLE | 
Government Health Facilities and Personnel (1973) 


hospitals 680 doctors 6,221 


health centres 2,343 nurses & midwives 16,059 
MCH clinics 5.12) nurse assistants 24,248 
polyclinics 7,124 


Non Government Organizations in Health Care: 


The private institutions especially those with a religious relation- 
ship (Moslem and Christian) play an important but limited role 
in the delivery of health care. The limits are in part due to the 
inability of these institutions to operate in the rural areas as this 
activity is the preserve of government. WHO, UNICEF provides 
both finanical staff and consultancy assistance for planning and 
evaluating specific programmes. They also provide support for 
improving health care delivery at the hospital level of health 
centre; training and research and development. 


General Change in the Health Situation Over the Past 10 Years: 


The increase in government health centres and staff can be seen 
in the table below: 
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TABLE II 


health centers 1,058 (32% of 3,431 (90% of 
all districts) all districts) 


| doctors 3,234 (38 re- 7,000 (all re- 
gencies with no gencies have 
doctor) doctors) 


d. General Food Support Situation: 


There is a very definite calorie deficiency in the country. It has 
been estimated that people on the average are getting only 19% of 
the need calorie intake. This may be supported by the fact that 
nutritional diseases are the second largest casue of morbidity in 
the country. 


e. Possible Future Direction of Health Care Delivery: 


It is foreseen that the government will place priority on develop- 
ing a more efficient and effective primary health care system. 
To do this, it will emphasis out-patient care and community 
involvement in health care delivery. 


ll. MAJOR PROBLEMS IN IMPROVING THE QUALITY OF LIFE 


In summary we might point to the following problems as those 
which hamper the improvement of health and the quality of life in the 
concepts of the present political, social and economic system in our 
country. 3 


1. The income is low and the distribution is uneven. 
2. The population growth rate is significantly high. 


3. The health status is poor. This is due in’part to the fact that 
there is still a large lack of professional staff at the rural 
health units and that preventable diseases still remain domi- 
ant in rural areas. 


4. The system of education does not favour the efforts to 
improve the health status and welfare of the people. 


The government is fully aware of these problems and is making 
efforts to solve them. Their problem is to find an effective and efficient 


method which does not rely on outside resources but can be supported 
by the community itself. Its efforts are helped by the fact that there is a 
fairly stable political situation and there is strong religious organizations 
which can help carryout these objectives. We might conclude that the 
main problem is attempting to improve the life of the rural people is 
the inability to reach many of them with health and welfare services. 
Attempts thus far have been too selective either subjectively (who 
enjoys) or objectively (what is the real need). 


DESCRIPTION OF PROGRAMME: 


Community Welfare Development Programme 
Banjarnegara Regency, Central Java 


Generally, it can be said that our programme which is being 
run in Banjarnegara Regency is a pilot project improving the total health 
and welfare of the people in this regency. 


Banjarnegara is a regency in Central Java, the problems of which 
is not so different from other regencies of Java; it is however on the 
poorer ones. 


The programme commenced in 1973 with initial training and 
guidance for 2 villages. 


In 1976, the programme has been established in many villages of 
the Banjarnegara Regency. Fourteen villages appeared as completely 
successful units of the programme, while 18 villages have completed 
their short term programmes, and 14 other villages are now at the stage 
of training. The average number of population of each village is 4000- 
6000 with a density of 600 to 1000 per km2. 


A. Programme Objectives 


The programme tries to reach the needs of the people with 
a minimum staff and minimum resources. As we are aware that it 
will impossible to obtain professional workers if the programme 
will come from ‘‘above’’, the programme leaders have the principle 
of starting efforts from the grassroot level, where the responsibility 
for health care and for the effort of improving the welfare is in the 
hands of the community itself. 


The major objective is to have a programme for community 
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health care and improvement of community welfare which will 
reach the community as a whole. 
Methodology 


Programme responsibility is fully in the hands of the com- 
munity. The community prepares voluntary cadres who will be 
trained in planning and implementing the programme under the 
coordination of a formal and nonformal leader in such a way > 
that each cadre will be able to look after a group of people as 
small, compact and viable unit of the community. The professionals 
of the government institutions or private organizations act in this — 
system as instructors, trainers, or consultants. Many simple 
activities are conducted by the cadres of the community. The > 
professionals will participate only in special cases where they — 
might be needed. 


— choosing the community or village for programme 
establishing: 
1) we choose formal and non-formal leaders who are pro- 
gressive and motivated to start a programme. 
2) for pilot villages, the village should have: 


— the potential of community participation which © 
could be developed. 


— easy accessibility. 
— the potential of economic development. 
— approaching the community: 


1) we use individual, small group or mass approach, 
depending on: 


— the nature of the village 


the style of life and culture of the group 


direction of the programme 


mental attitude of the leader; 


2) the professional instructor must be able to make the 
community feel that they themselves the owner of the 
programme; and he must be willing to work without 


obvious recognition. 


— commencing to organize the community: 


1) We use the existing community organization, or form a 
new organization acceptable by the tradition of the village. 


2) the organization must be initiated as a general institution, 
and only later it could be directed to special efforts. 


— increasing the community awareness: 


1) - 


2) — 


through continuous discussions, the community becomes 
aware of its problems and their potential in overcome 
these problems. 


this awareness building is the fundamental basis of each 
training programme; without a genuine awareness there 
will be no real community participation in the pro- 
gramme and the programme will merely be temporary. 


— using available resources: 


1) - 


2) - 


the available resources are the government institutions 
(for references or instructions) community leaders, and 
private organizations. 


the outside resources are used as little possible, while the 
community resources are utilized as much as possible. 


— using outside support: 


1) - 


reasonable support from outside in the form of man- 
power of various institutions should be utilized but they 
must be willing to remain in the background, and let the 
community play the main role. This is the reason why 
relatively little outside support is being utilized up to 
now. However, financial support was used particularly 
as stimulating funds, especially for economically poor 
areas, and at the first period of the programme. In the 
five year construction plan each village received a stimu- 
lation of Rp. 200,000.— or about Rp. 40.0 per capita as 
programme support in running fund, and Rp. 200,000.— 
as training expenses. (US$1.00=Rp.41 5.00) 
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— using health as an entry point: 


1) — in such a comprehensive programme the health pro- 
gramme can be the entry programme, although it is not 
always so. It depends on the fundamental needs of the 
community. The advantage of using health as the entry 
programme is that the basic health skills are relatively 
simple and the community can directly feel the benefit. 


In programmes where other fields are taken as the entry 
programme, health aspects can often be included. When 
health is not included in the programme it may be later 
added on a small scale. 

— defining major obstacles: 

The main obstacles in the implementation of this programme 

are: 

1) — in the training programme: lack of trainers who are 
willing not to gain personnel recognition and are fully 
aware of the task to develop to cadres. 

2) — in programme development: the difficulty in getting 
community to understand that the programme is theirs 


and that responsibility in developing programmes lies 
with them. 


Training 


At the beginning of the programme the professionals will 
train the community cadres. The training is mostly directed to- 
ward enabling the cadres to recognize problems and do programme 
planning themselves, and supplying the cadres with knowledge — 
needed for implementing the programme, either the ‘‘bridge’” 
programme or a programme that might be the comprehensive one. 
For example, they are taught about health and nutrition, so that 
they will be able to deal with health and nutritional problems 
which they so often met in the community. 


The cadres to be trained are selected by their own small 
communities where they will work together with the local leaders. 
Thus, they can get the confidence of the community. 


1) — Training is conducted according to the need and the capacity 
of each village or small group-of the community. The — 
duration of a training is usually 1-3 months. 


2) — The training consists of: 
— awareness build-up 


communication 


planning and evaluation 


technical skill needed (such as health, 
agriculture, etc.) 


3) — Training is conducted at the same time as implementation, 
so that the cadres can directly practice their theoretical 
knowledge in the real programme situation. 


4) — In this way, training is always held in programme areas, 
unless models from outside are needed. 


5) — The greatest problem is the heterogeneous composition of 
cadres. This means we must do a lot of adaptations of the 
training content. Even then, drop-out rates is considerable 
(about 25%). Another obstacle is the mental attitude of the 
trainer, and the boredom of the cadres in following the 
teaching for this long period. 


Evaluation and follow-up 


This programme has been running since 1973 on a five year 
plan. The emphasis of the programme lies in the training and 
development; when the training is completed, each area will 
develop its own programme according to the local conditions of 
the area. Usually, each village unit will plan for a short term pro- 
gramme as a entry point and a long term programme as the 
comprehensive programme. When a village succeeds in implement- 
ing its short term programme, and begins its long term pro- 
gramme, it might be said to be a successful village. Follow-up 
activities will not touch the programme itself but will put the 
emphasis in the training and upgrading cadres and on holding 
technical consultations. It has been decided that the programme 
must grow from the community, and consequently, the follow-up 
of the programme should also come from the community. 


The village and its cadres are fully responsible for the 
evaluation and follow-up activities. Evaluation by the professional 
institutions is limited to just following the development of pro 
gramme. The cadres always keep contact with their trainers for 
up-grading, reference or consultations. Within the cadre system, 
the capable ones, will in turn train the new cadres; this often 
occur indirectly. The difficulty of standardizing evaluation is du 
to the following reasons: | 


1) — Itis difficult to measure the participation of the community. 
2) — Each village has a different programme. 


3) — Often the objectives set by the village are subjective in 
nature. 


4) — If the programme director sets the criteria for evaluation, | 
the village might feel pressured to accept this criteria or 
feel that the programme was the doctor’s not their own. 
Therefore we still do not have a standard for evaluation 
other than the traditional measures for health status i.e. 
infant mortality. 


IV. SUGGESTIONS, ACTIONS FOR FUTURE PROGRAMME PLANNING 


Although we are only instructors and not the owners of the pro- 


gramme, we would like to put down some of our personnal ideas: 


1) — The objectives of a rural programme should consider the tradition 


3) - 


of the village concerned. The objectives must be in accordance 
with the conditions of each village. One thing is definite: If we 
want a programme to extend its coverage to serve a community, 
then, the objective might not be ‘‘how far we can cover the com- 
munity’? but “how many people of the community will: 
benefit from the programme’’? 


Health is not always the entry point; but it seems more favourable 
since the benefit of health efforts is more readily felt by the 
community. 


Health cannot always be added to a programme. It depends on 
the primary need of the community. The community however 
can be motivated about the need of health care so that they can 
feel it more urgently. 


4) 


5) - 


6) — 


7) - 


But this not always absolutely necessary. Sometimes many 
health problems remain unsolved because other aspects of 
development programmes have not been worked out properly. 
Therefore when the health aspect is included while other parts of 
the programme are not yet functioning smoothly and since 
health care is not felt as primary need, frustrations may appear, 
not only in the community but also among the programme 
people. 


The awareness of the community can be increased by: 


a. — Establishing the spirit of servitude (the fundamental sense ~ 


of serving each other in the community). 


b. — Revealing the problems to the people and let them solve 
them themselves (with the stimulation of the instructor, 
of course.) These steps will make the community aware 
that the programme is their own programme. 


Essential training is a training about how to recognize problems, 
and solutions. This is fundamental because the community will 
work out their own programme, and not just implement the 
programme made by others. 


The most necessary support needed is stimulation. The 
stimulation should not be such a large training or financial 
impact, that the local capacity and resources of the community 
be overwhelmed. A small rotating fund, or a training system 
where the cadres might in turn train the next cadres create a 
sense of pride in their own ability to help themselves. Heavy 
support may in a short period of time lead to success, but in the 
same time will smash the sense of pride, the sense of self-reliance. 
Support is, of course, needed in a certain stage as a initial element, 
but we have to be very cautious that it will not alter the balance 
and personality of the community. 


The best terms for support from outside might be “‘stimulation’’- 
in all its forms. 


Contributors: Dr. Lukas Hendrata 
Mr. Muljono Hadiwisastro 
Mrs. Sutarti Sugeng Suryanto 
Dr. Yahya Wardoyo 
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MALAYSIA/SARAWAK 


Land Area: 


Population: 
Per Capita Income 


Population in urban 
areas: 


Crude Death Rate: 

Crude Birth Rate: 

Infant Morality Rate: 
Population Growth Rate: 
Total Hospital Beds: 


Number of Doctors: 


Malaysia Sarawak 


131,587 sq. km. (Peninsula 121,900 sq. km. 
Malaysia) 


11.1 million 1.1 million 


US$ 635.37 (1974) a 


27% 21% 
6.9/1000 - 
33.3/1000 _ 
41/1000 (1970) 31.2/1000 (1970) 
2.4% 2.2% 
3.01/1000 _ 
.2/1000 


Kota Kinabalug . 


ona he 
Miri vet 
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MALAYSIA 


GENERAL DESCRIPTION OF THE COUNTRY 


Historical Note: 


Situated on the important international trade routes betweer 
Europe and the Middle East, India, China and Japan, the Malay state 
came under Portuguese and Dutch influence until the British arrived i 
1786, acquiring Penang by treaty with the Sultan of Kedab and es 
tablishing British rule in the last quarter of the 19th century. The 
states still maintain a separate existence, mostly under their ow 
sultans. Many Chinese and Indians arrived during the British period an 
after World War II. In 1957, Malays gained independence within the 
British Commonwealth, Sabah was ruled by the British North Born 
Company, which turned it into a large rubber producer, from 1882 
until the Japanese occupation in 1942. Sarawak, as a result of successiv 
concessions by the sultans of Brunei, was ruled by the ‘‘white rajas”’ o 
the Brooke family from the 1840s to 1942. Both were British colonies 
between 1946 and 1963. 


The Federation of Malaysia, now comprising Malaya (West 
Malaysia), Sabah and Sarawak (formerly British Borneo and now East. 
Malaysia), came into existence on September 16, 1963. Recently, 
Malaysia has worked towards securing the region as a zone of peace and. 
neutrality. It became the first ASEAN country to recognise China, in 
1974. Communist insurgents in 1975 stepped up their campaign by 
launching attacks in urban areas. In Sabah, a political crisis was followed 
by the resignation of controversial Chief Minister Tun Mustapha. 


Socio-Political Profile 


a. Present Political Structure: 

The Federation of Malaysia is based on Parliamentary Democracy 
with the Yang Di-Pertuan Agong as the Head of the Federation. 
The Federation is made up of 13 states, two Borneo states (name- 
ly Sarawak and Sabah) and 11 in Peninsular Malaysia. Each state 
has its own State Legislature with the Governor or Sultan as the 
Head of the State. 

The main political problem arises from the disparity of wealth be- 


tween the haves and the have-nots. In her effort of bridging the 
gap, the Malaysian government is faced with the formidable pro- 


blem of reconstructing a New Society, where wealth will be 
equally distributed and shared, and equality in social, political, 
economic and educational opportunities will prevail. 


The Ethnic Composition of the Nation: 


In West Malaysia the major ethnic groups are Malays, Chinese 
and Indian with Malay as the dominant single ethnic group. 


According to 1970 census, the ethnic breakdown showed that 85%, 
54% and 65% of the Malays, Chinese and Indians respectively 
are living in rural areas. In Sarawak the ethnic groups are as 
follows: 


TABLE |. 


ree Main Ethnic Groups in Sarawak and their Sub-divisions in percents 


‘ ‘Malay ”» 
Malay 
Melanau 
Kedayan 


“Dayak’’ 
Iban 
Land Dayak 


Other Natives 


Non-Natives 
Chinese 
Indians 
European/Euraisan 
Other 


Total 


Malays and Chinese are mainly found in urban areas, while Iban, 
Land Dayak and Other Natives (Keyan, Kenyah, Murut, Kelabit, 
etc.) are found in rural areas. 


The major languages spoken are Malay, Iban, Chinese, Bidayuh, 
Kayan Kenyah, and English, with standardized Malay as the 
National Language (Bahasa Malaysia). 


63 


64 


The Role of Religion: 


Religion, especially a vibrant wide awake Christianity, when newly 
accepted, goes, hand-in-hand with social change and sometimes 
development. The acceptance of a new faith often leads to a 
questioning of old traditional beliefs and taboos, which have been © 
stumbling blocks to change and new ideas. The reverse order may 
be true even more often, i.e. questioning first then adapting a new 
belief system that makes life conform to new realities. Some 
local ‘‘intermediate religions’’ have arisen which are appealing in 
that they serve to free from burdensome prohibitions that have 
accumulated over the years. Religion becomes functional or 
practical when it legitimizes new lines of action or life styles.” 
(Schwenk 1973:74) 


Social-Political Structures in the Rural Areas: 


Among the indigenous people living in rural areas, especially the 
Iban, there is minimal social structure above the level of the 
nuclear family. The long-house domicile is comprised of many 
adjacent family apartments living under one roof. Seeing this and 
the common veranda often deceives a visitor into thinking of com- 
munal living and ownership. This is not so. The corporate family 
units are autonomous in ownership. 


In each longhouse there is one headman or the Tuai Rumah. His 
duties vary from settling petty disputes to being a social organizer. 
The effectiveness of a Tuai Rumah depends very much upon his 
individual personality and charisma. Above the Tuai Rumah there 
is a Penghulu-chief who is in charge of an area of about 20-30 
longhouses. 


The Major Socio-economic Problems in the Countryside: 


A major problem for rural development in Sarawak is the labour 
migration from the agricultural rural areas to the urban areas or to 
the timber and oil industries. Few capable people are available 
where they are needed most. The slow economic growth of the 
countryside is largely brought about by heavy dependency on the 
export oriented economy which is mainly controlled and mani- 
pulated by the rich industrial countries which thrive on Sarawak’s 
primary products of petroleum, timber, pepper, rubber and 
minerals. As a result Sarawak’s small holder farmers go hungry 


and deeper in debt when the whimsical world market is depressed 
or stock piles are dumped. This situation is aggravated by the lack 
of proper communications. Transportation in the rural areas is by 
river. It is not only hazardous but also time consuming and very 
expensive. Thus impleméntation of new programmes by govern- 
ment or private institutions, assistance offered by various groups 
and spread of new ideas tend to be low and financially exhaust- 
ing. The subsistance farmers’ efforts to raise and sell commodities 
are greatly hindered by the lack of a road or even a path 
network. 


Economic Profile 
a. Major Occupations of the People: 


The major occupation of the people in Sarawak is illustrated in 
TABLE II 


TABLE II 


Occupation of Economically Active Males in Percent (1960 census) 


Malay Iban Chinese All Groups 
Agricultural, Forestry 65 
workers, Fisherman 
Production Workers, 
Labourers, Sales Workers 


Total % 100 


Of Sarawak’s population of 1.1 million people, 79% live in rural 
areas and 70 to 75 percent of the working population are earning their 
living from agriculture and fishing. 
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b. The Distribution of Income: 


The annual value of output per person in agriculture and fishing 
sectors between 1961 and 1963 showed no increase. In constrast, 
the annual growth rate for the oil industry which employs less 
than 1% of the work force grew by about 35% and the manufac- 
turing sector, employing 3.5% of the working population showed 
an annual growth rate of 9%. The overall annual growth GDP 
(Gross Domestic Products) per capital over the past 13 years 
averaged 3.1% but the rural people have not shared in the 
economic growth. (Treasury’s Economic Report, 1974:75) 


Health Profile 


a. Government Health Care Delivery System: 


E Wl 
eo tee TABLE 11! 


Government Health Care Delivery System — Sawarak 


hospitals specialists 


modified health medical officers 
sub-centres 


nursery sisters 


polyclinics staff nurses 


health sub-centres midwives 


assistant nurses 


b. Non-government Organizations in Health Care: 


The Churches or Missions have no hospitals in Sarawak. The | 
Christ Hospital of the Methodist Mission at Kapit was taken over 
by the Government in 1974. The Catholic Mission, Seventh Day 
Adventist and Methodist Mission still have static dispensaries, 
maternity homes and travelling dispensaries. The Malaysian 
Government is supporting the work done by these non-government 
agencies by annual donations in some cases. 


The Community Health Education and Motivation Programme — 
(CHEMPRO) is operating with its own funds but the Medical 


Department has formulated working guidelines whereby there is 
mutual benefit on a non-competitive and non-repetative basis 
in the area of operation. 


In West Malaysia the situation is the same with a few mission 
clinics and 2 mission hospitals — 1 in K.L. and 1 in Penang 
(Catholic and Seventh Day Adventist respectively). The UN under 
the WHO and UNICEF is giving technical advice in most health 
problems, like malaria, environmental sanitation, under seven 
care, etc. Equipment and vehicles were supplied by the WHO. A 
few gravity feed systems were sponsored jointly by the WHO and 
Medical Department. 


General Change in the Situation over the past: 10 years: 


The Malaysia Health Care system is based on the UN recommend- 
ation, varying level of health care depending on population. 


The Community Health Centres/Health Sub-Centre form the 
basic unit. 7 f 


The emphasis in the early years were on institutional medicine. 
During the second half of the period (10 years) the emphasis 
shifted to community medicine and preventive programmes. The 
Travelling Dispensaries were mainly curative in function then but 
the major changes now are the intergation of preventive medicine 
with all travelling teams. 


The isolated area without medical care in the second half of the 
period (Second Malaysia Plan) is covered by the Flying Doctor 
Service (FDS). 


Sarawak has a network of FDS bases which are covered once a 
month. Immunisation is the main emphasis of the programme 
apart from curative services. 


The concept of mobilizing Health Team to the remote areas by 
the FDS is a new idea. 


Sarawak with riverine transportation and most of the interior 
rivers with rapids and shallow beds has to depend on helicopter 
service for a long time till roads and better river communication 
are established. 


The BGG Campaign in Sarawak is quite a success. 
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The Under Seven Care Programme is gaining momentum and the 
coverage by the Travelling Dispensary, the FDS, and non-govern- 
ment agency like CHEMPRO is the Seventh Division is quite 

Satisfactory. | 


The problem of malaria is still present but the incidence is de- 
creasing with the effective control programme. The problems are 
many due to the floating population and easy migration of people. | 


The environmental sanitation is still a long way behind the pro- 
gramme formulated to change the disease patterns. Typhoid is 
still a problem and this shows the need for more health education | 
and effective methods. Under-nutrition and malnutrition in | 
scattered cases still pose major health problem of the under | 
seven group. 


Genera! Food Supply Situation: 


The poor food situation it is due to ignorance, taboos and 
poverty. ihe hill padi cultivation in Sarawak takes a lot of 
labour but the returns are not very good. 


The taboos governing good food for infants and mothers, pre- 
natal and post-natal pose a major nutritional problem. 


In Sarawak the land is plentiful though the soil is not very fertile. — 
With better agricultural methods crop production should improve. 
With all this, health education should make its impact to give 
real value to proper nutrition and break the existing taboos 
governing nutrition. 


Possible Future Direction of Health Care Delivery: 


In the Third Malaysia Plan the emphasis is on providing adequate — 
““quality’’ medical coverage to the rural people. 


In Sarawak the Flying Doctor Service is going to be expanded — 
with an additional helicopter. 


There is going to be a network of radio call sets in all the isolated — 
areas in Sarawak connecting the Divisional Headquarters (DMO — 
Office). The purpose of this is for easy communication for . 
emergency, professional advice and natural disaster like floods, — 
fire, etc. | 


The government is putting up Community Health Centres in the 
heart of the rural community to meet the need of the rural people 
at their door step. 


The staffing of the Community Health Centre is such that medical, 
as well as preventive services are rendered. 


The upgrading of the existing medical personnel like the Medical 
Auxiliary to the Junior Hospital Assistant and the Midwife 
to the Community Health Nurses is a step towards im- 
proving the quality of service rendered at the lowest level. In- 
stitutional Medical Care is also upgraded with more specialist in 
more district hospitals. 


MAJOR PROBLEMS IN IMPROVING HEALTH AND QUALITY OF 
LIFE 


The major problems in improving health and the quality of life in 
rural Sarawak are the following: 


1. The brain and brawn drain to the greater opportunities for work 
in the towns, oil and timber companies, leaving behind the too 
young and too old and the wretched who lack the initiative to 
innovate with better agricultural and health practices. 


2. There is a dependency attitude or waiting for help from outside 
their own village instead of launching a minor development 
project on their own. 


3. There is lack of cheap transportation as roads, bicycle paths or 
even good foot paths in most of the upriver areas. River travel is 
costly by outboard motor boat and difficult in small streams. 


4. The soil is mostly poor and topography is often too steep for 
productive farming. 


5. Export oriented economy which is controlled and manipulated 
by rich industrial countries, hampers dependable income. 


o 


Sarawak must import 45% of its staple food, rice. 


There is a birth of proven agricultural knowledge applicable to 
the various regions of the country, even for rice production. 


8. There is no sure supply of agro-chemical inputs nor is there any 
where near enough knowledge of proper use. 


69 


70 


9. There is a lack of a dependable market with little incentive for 


producing higher quality grades even for rubber and pepper. 


10. There is still a low standard of education and high illiteracy in 
the rural areas. 


11. There is undernutrition resulting from not recognising the food 
value of various foods needed by the body for good health. Social 
customs limit change to better eating habits. 


12. Rice milling is inferior for the most part as it removes too much 
of the bran layer and breaks the grain causing rapid deterioration, 


13. There is a “‘pill for every ill’ mentality rather than emphasis on 
the less spectacular preventive medicine. 


14. Security in a few downriver areas is a hindrance to rural develop- 
ment as there is a lack of free movement and curfews that keep 
the people from caring for their crops and animals and marketing. 


15. A general lack of safe means for disposal of wastes and safe water 
supply makes for a high incidence of diseases. 


DESCRIPTION OF PROGRAMME: 


CHEMPRO, 
Kapit, Sarawak 


CHEMPRO stands for Community Health Education and Motivation 
Programme. CHEMPRO is a mobile health education programme that 
works under the Joint Medical Board of the Methodist Church of 
Malaysia. The emphasis is on preventive medicine as it extends its 
health teams out from Kapit to the remote villagers in the far reaches 
of the 300 mile Rejang River Basin in Sarawak. 


CHEMPRO began on July1, 1974 at the same time as Christ Hospital 
was turned over to the Government Medical Department. The interest 
from the compensation money is used to support our programme. The © 
ideal of doing public health teaching was a part of the total programme 
from the beginning in 1956. For 10 years from 1957 to 1967, Christ 
Hospital operated a travelling boat clinic to various upriver stations, 
The travelling clinic had to be stopped in 1967 for lack of funds and > 
expatriate personnel. Since 1956 a great deal of goodwill has been 
generated that makes the present CHEMPRO well accepted by the rural — 
people. . 


CHEMPRO usually functions as an integral part of an integrated ““Team 


Ministry” consisting of a pastor, agriculturist, a home demonstrator, 
and CHEMPRO staff to meet the needs of the ‘‘whole” person in com- 


munity. 


A. Programme Objectives 
GENERAL OBJECTIVES 


vi. 


To proclaim in word and action the good news of Christ’s 
redeeming love, mercy, justice, reconcilation and health of 
body, mind and soul. 

to improve the. health quality of life of rural families 
through preventive measures such as environmental and 
personal hygiene, proper nutrition, improved agriculture, 
immunisations, responsible parenthood, ante and post-natal 
care, Under Seven Care, accident and drug abuse prevention 
involving a process of active participation of the community 
in interrelated and mutually supportive activities. 


To encourage and promote the social, economic and spiritual 
well-being of the family and community. 


To search for better ways to help rural families approach 
and overcome their problems. 


To search for technology and structures that will enhance 
rural development. 


To evaluate our programme's effectiveness periodically and 
to insure that this evaluation is available to agencies. 


SPECIFIC OBJECTIVES 


To help communities, select their own leaders, and organize 
into local village development committees, empowered to 
carry out their own programme. 


To enable the chosen leaders to carry out their duties in an 
effective manner by providing education in short intensive 
courses. 


To promote community hygiene through proper drainage, 
disposal of waste, cleaning of homes and compounding of 
stray animals. 


To promote personal hygiene such as teaching the children 
and adults basic good health habits. 
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vi. 


Vii. 


xi. 
xii. 
xiil. 


xiv. 


XV. 
xvi. 


xvil. 


xViii. 


XIX. 


To provide immunizations and Under Seven Clinic care as 
recommended by WHO. 


To motivate people to eat a balanced diet using as much as - 
possible foods that can be grown locally, with special 
emphasis on mothers and children. 


To coordinate with the Medical Department in the identifi- 
cation of malaria, T.B., Typhoid and other communicable 
diseases. 


To motivate responsible parenthood especially as it involves 
family planning. 
To prevent tetanus infections, especially through the in- 


troduction of anti-tetanus umbilical cord kits (““ATUCK”’) 
among villagers who cannot usually travel to MCH Clinics. | 


To teach and enable the local village midwife to do proper | 
delivery, antenatal and post-natal care. ! 


To encourage the use of safe drinking water, principally by 
boiling. 

To promote the use of screened food covers or cabinets to 
protect from vermin. 


To promote use of dish drying racks so as to expose utensils 
to sunlight. 


To encourage people to sleep under clear mosquito nets. 


To encourage people to keep dogs out of the family room 
and kitchen. 


To promote the use of low-water-sealed flush toilets where 
water is plentiful. 


To encourage the building of houses with more light and — 
ventilation and simple sanitary facilities, especially in. 
kitchen and bathing areas. 


To promote the knowledge and use of simple first aid 
techniques and materials. 


To cooperate with the Agricultural Department and our 
Agricultural Rural Development Programme (ARDPRO) to | 
increase production of rice, especially wet rice, through 


XX. 


XXi. 


XXil. 


XXili. 


XXiV. 


XXV. 


judicious use of agrochemicals, better seeds and cultural 
practices, (It is estimated that the potential for increasing 
yields of hill padi in Sarawak is 25% while wet padi is 11%) 


To increase the production, quality and use of other staple 
foods where rice production is difficult or insufficient, e.g. 
maize, sweet potatoes, yams, breadfruit, and cassava. And, 
in conjunction with our Home and Family Life Programme, 
ARDPRO, and other agencies to help families to appreciate 
the variety and nutritional value of these and other easily 
grown foods. 


To promote the production and consumption of more 
green leafy vegetables such as changkok manis, marunggai, 
biam, kangkong, ensabi and others that are easily grown 
and are highly nutritious. 


To promote the production and consumption of more 
fruits for the diet through improved strains of systematically 
cultivated fruits, especially nonseasonal fruits e.g. bananas, 
papaya, pineapple, guava and coconuts. Secondarily, to 
encourage planting of seasonal fruits such as citrus, avocado, 
durian, rambutan, soursop, etc. 


To insure the constant availability of cheap high grade 
protein through the growing of groundnuts, mung beans, 
wing beans, long beans, cow peas and other legumes. Also 
to encourage the prope~ building and maintaining of fish 
rearing ponds/local poultry and pigs. The rearing of im- 
proved breeds of poultry and pigs will only be encouraged 
when these simpler steps have been taken because of their 
greater care, cost and risk. 


To coordinate and cooperate with other agencies, both 
local and international, involved in the above objectives. 


To publish an occasional newsletter reporting findings 
relevant to health and rural development. 


Methodology 


As indicated above, the CHEMPRO staff plan their trips and 


specific. programmes to villages in conjunction with ARDPRO 


staff, 


Home and Family Life worker and the pastor of the area 
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where we are going. Quite often it is the pastor of church or lay 
leaders who to contact us and ask for help. 


The initial visit to a new longhouse-village requires an over- 
night stay so we can explain our programme to all the villagers 
who assemble to discuss on the common veranda. Through 
dialogue and our survey form we discover the special needs of a 
given community. We help them to discover their need to organize 
if they are going to meet their needs and overcome their problems. 
Leaders who are elected by the villagers form an overall Develop- 
ment Committee with chairman, vice chairman, secretary and 
treasurer. The Headman serves usually as adviser. Sub-committees 
are formed to be responsible for various areas thé people feel are 
important, e.g. fire protection, environmental cleanliness, water 
supply pipe (if any), and agriculture. 


After the village is organized we typically begin the chil- 
dren’s immunizations following the standard Under Seven-Clinic 
card. Children’s weights are recorded also on our survey form as a 
bench mark for future evaluation. Ideally there is a leadership 
training course that will follow within a few months. Demon- 
strations are given on simple first aid, need for a balanced diet 
and hygiene. We use slides, filmstrips, and movies with discussion 
before and after. We have charts, posters and flannel graphs on 
these and other topics. Quite often the second or third follow-up 
visit involves a work project on clean-up, drainage, etc. 


— choosing a community: 


If possible we let the community choose us! We often do 
not choose the community but they seek for help or 
show an interest in our type of ‘Team Ministry’’. If we 
have at least one longhouse in a neighbourhood then we 
try to include the others along the same stream to make 
our trips to remote areas less expensive on a cost/ 
benefit ratio. 


Some criteria for selection of our clientele: 
1) Find out whether they are responsive and friendly. 


2) Start where there is an attitude of receptivity to new 
ideas, i.e. the ‘‘early adopters”’. 


3) Start where the people are, according to their felt 
needs and real needs. 


4) Higher priority is given to those communities who 
seek out our help, e.g. writing to us. 


5) Sometimes we go at the request from the Divisional 
Medical Officer (DMO) because there is a particular 
problem, e.g. epidemic where hygiene must be taught. 


6) Start in areas where the people have low income and 
frequent inadequacy of staple food (rice). 


7) Start at the headwaters (ulu) first or areas where 
people are most deprived, at least in terms of com- 
munication with the outside world. 


8) Start where other agencies are not actively involved in 
a project or not likely to start for some time. Our 
present agreement with the Medical Department calls 
for us to work in the remoter areas away from the 
main rivers where their travelling and static dis- 
pensaries are doing the most work. 


— approaching the community: 


As mentioned above we rely on leaders familiar with the 
village concerned to introduce us to the community. 
The formal practive upon arrival at the village is to sit 
down on the headman section of the veranda and event- 
_ ually tell your purpose in coming when everyone has 
gathered. The Penghulu-chief of the area and district 
council member should also be informed of our purpose 
in their area as a manner of diplomacy. If the people are 
are interested in a self-help programme or training then 
we begin with the greatest felt need. 


commencing to organize the community: 


Once we have discussed the problems of the community, 
conversation is shifted as to how they might be overcome 
these problems. Through dialogue the people become 
aware that they need to assign responsibility for over- 
seeing that certain problems are resolved. The duties of 
the typical elected officer are explained before ‘the 
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election so that they can fit the right person to the job. 
Public follow-up of each visit will help reconfirm the 
officer’s new role for himself and in the eyes of the com- 
munity. Discussing with a few of the elders the need for 
organization before the first general meeting expedites 
the organization process. Letting each officer repeat his/ 
her duties before the group reinforces understanding and 
acceptance. 


increasing the awareness for action in the community: 


We go and stay with them until a specific project is 
finished, e.g. building latrines, digging drains, demon- 
strating farming techniques. Dialogue is encouraged until 
the people set their own goals and then re-inforced by 
having those responsible go over each step they will go 
through to reach their goals. | 


using available resources: 


The Medical Department helps enthusiastically by sup- 
plying advice, teaching, prefab water-sealed toilets, free 
vaccines and medicine to carry on immunizations and 
medical treatment. We have countless friends and con- 
tacts in towns and villages who have proven reliable over 
the 20 years of Methodist medical work in the area. 
Infrastructure is improved by the government. The 
structure of the longhouse sharing one common veranda 
and the custom of democratic public discussion where 
men and women have an equal say make dialogue-teaching 
easier. Most of our staff are from a similar background as 
our clientele and know the language and customs, and 
they are readily accepted and respected. The longhouse 
people for the most part are adventuresome and fairly — 
eager to learn proven practices. 


using health an entry point: 


Often our Health Programme is an addition to an already 

existing programme, such as the work of the pastor or 
ARDPRO. In other cases it is an entry point where our 
concern leads to a more open mind toward the church, 


— using outside support: 


We are presently financed from interest on fixed deposits 
held in Sarawak and other special gifts from Christians 
abroad. Missionary support (the Health Coordinator at 
present) is from the Board of Global Ministries of the 
United Methodist Church of the U.S.A. 


— defining major obstacles: 


1) Lack of qualified personnel to carry out the work and 
to do follow-up, e.g. we need at least one staff nurse 
trained in Community Health and more Health 
Promoters to help man the boats and teach in the 
remotest longhouses. 


2) The local staff are still young (19—22 years old) and 
often lack a clear understanding of all their job 
entails. 


3) There is a lack of able-bodied, highly intelligent long- 
house leaders as most of the best get jobs away from 
home. 


4) There is often weak longhouse leadership that is not 
properly organized and has a general lack of initiative. 


5) There are great difficulties in transportation as almost 
all is by long boats on rivers that are often very shallow 
with dangerous rocks. It is difficult to keep up with 
re-visit schedules. 


6) Longhouse people are mostly at a subsistence level so 
they are most often living in their farm huts during 
the rice year and it is hard to notify them of our visits. 


7) We have a lack of office and storage space at present. 
Training 


CHEMPRO staff undergo a three months intensive training 
by Kapit Hospital Doctors and Staff Nurses as well as our own 
Staff Nurses. Following this basic course, four of our most pro- 
mising Health Promotors have trained in a nine month course as 
Health Supervisors. Unfortunately this is only oftered to men, 
so we are still looking for ways to upgrade our women staff who 
are known as Health Motivators. All of our staff have taken a one 
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to two week course from the Sarawak Family Planning Association 
in Kuching. Our only Staff nurse is now on two year scholarship 
study in Midwifery and Community Health. We also offer 
occasional miscellaneous training, e.g. outboard motor repair 
and maintenance, rice pest control and review techniques, 
immunization, etc. Longhouse leadership training is offered in 
centrally located longhouse-villages our rural schools. 


— selecting trainees: 


For the local leadership training that CHEMPRO con: ! 
ducts in the longhouse-village, we inform the people 
first and any interested can come and enroll. If the long- 
house leaders need to be brought for training to a central 
place and transportation is a limiting factor, they are 
elected by their own people to go, a certain number 
representing each place. : 


For CHEMPRO staff training, the decision is made by 
the CHEMPRO Committee if it is within the policy 
mandate set by the Joint Medical Board. If trainees are 
on scholarship and/or leaving the country it should be 
approved by the Joint Medical Board upon recommen- 
dation of the local CHEMPRO Management Committee. 


— determining length of course: 


In the longhouse situation, the most is 3 to 5 days as 
people have to work daily to eat daily. Staff training 
varies greatly depending on the nature of the training. 


— choosing course content: 


The main topics are nutrition, first-aid, personal and 
community hygiene, anti-tetanus care of the new born 
and others among our specific objectives as the interest 
is shown or need presents itself. As a “Team Ministry”, — 
ARDPRO and Home and Family Life teach on agriculture 
and cooking, etc. respectively. 


— functioning of trainees after training: 


The trainees function as resource people, coordinators of 
health projects, and reporters of problems. They take 
care of the first-aid kits and teach what they learned, 


— supporting training and the subsequent work: 


The local training and the subsequent work is supported 
on a Self-help volunteer basis. 


— defining most difficult problems: 


The trainees easily get tired if we do most of the talking, 
The subsistence farm families are often malnourished and 
therefore lack attentiveness and cannot afford to leave 
their hand-to-mouth economy for even a day sometimes 
due to lack of daily food. There are many distractions on 
the longhouse veranda making teaching difficult, at times. 


Evaluation and Follow-up 


As indicated we conduct a base-line survey of each longhouse 
and family to compare with in the future. After every trip we 
attempt to have a time for reflection and evaluation, usually the 
next day after our morning devotions. A list of memos of what 
to do and take on the next trip is made at the bottom of the 
village Travel Report Form so that this can be included in our 
next month follow-up visit. The follow-up times are determined 
largely by the immunization and family planning commitments, 
i.e. one month to six weeks. 


The trainers or teachers are responsible for the follow-up 
programme when we travel to the villages on a regular schedule 
as for monthty immunizations. 


— providing in-service training: 


Refresher courses or new subjects are added whenever 
appropriate but not much has been done yet in the villages 
since our work is less than one year old in most places. 


— following-up with the trainees: 


We visit them in their village and review to see if they still 
remember what they learned. We hope to have an 
occasional newsletter in Iban that will help those who are 
literate. 


— advising to whom do the trainees refer if they have pro- 
blems. 


To the person that trained them or to the nearest Clinic. 
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— choosing criteria for evaluation: 


Our socio-economic survey is applied to each family be- 
fore and after about two years to measure certain key 
terminal objectives, e.g. boiling water, absence of post- 
partum taboos, etc. (see table IV) 


TABLE IV 


(Explanation: During home visits, the team observes the 
family and records which of the above items are in evidence. © 
When a certain number of items are checked (usually six-any 
six) then the family is ready for the introduction of a new 
health habit. Success is measured by the increase in the 
number of checks over a two year period.) 


. People in this family sleep under mosquito nets. — 


. Animals such as dogs and chickens are kept out of the 


family room. 


. The family drinking water is boiled 10 minutes or longer. 


. Drinking water at the farm is also boiled 10 minutes or 


longer. 


. New mothers in this family eat vegetables, soup, meat 


and/or fruits after giving birth (not just rice and salt only). 


. If a baby is born in this family the umbilical cord is cut 


with a boiled instrument (sterile) such as bamboo knife, 
Scissors, etc. 


. People of this family use a covered latrine. 


. Food is placed in a screened food cabinet to protect | 


from rats and insects. 


. If a mother from this family gives birth she is helped by — 


a mid-wife of a clinic or hospital. 


. People from this family eat fruit daily, not just during © 


some season. 


. There is a first aid kit which family members use when 


cut, etc. 


IV. 


— who develops these criteria: 


The CHEMPRO AND ARDPRO staff based on Guttman 
Scaling research of Masters and Ph. D. thesis by the pre- 
sent Health Coordinator, done at Cornell University. 


SUGGESTION, ACTIONS FOR FUTURE PROGRAMME PLANNING: 


The general and specific objectives spell out much of our pro- 
gramme. We still need to place some time diameters and priorities 
and perhaps limit our scope which is largely determined by 
our staff limitations. CHEMPRO is in transition between an initial all- 
out staff recruitment and training phase and feeling our way into the 
most effective type of programme. Phase | was very successfully carried 
out by Miss Lorraine Gribbens from July 1974 until July 1976. Of 
course part of the training involved extending out to the villages and a 
beach head was established in 80 villages and a regular monthly visit 
schedule is being carried out in 50 of these. So we are actually well into 


Phase I! where the emphasis is on organizing local Committees on Pro- : 


gress and training them and the local village Volunteer Coordinators 
they have elected. This has involved 41 extension trips in the last year, 
31 of which are in conjunction with at least one of our ARDP RO staff 
and less regularly Home and Family Life worker and pastor, partly be- 
cause the latter two are few in numbers and have their own schedules, 
and there are limitations on how many a boat can handle and the 
number of visitors that the longhouse people can easily enterain. 


Phase III should advance beyond the extension and organizing 
Stage to more dialogue and intensive training or VVC and local midwives 
(who deliver 95% of longhouse babies) and enabling them with more 
vision and capacity to teach and carry out campaign field days of best 
backyard gardens, cleanest family rooms, healthiest baby, best farm plan, 
best home plan. An inter-village campaign may then be carried out to 
foster village solidarity as they compete among other villages. 


Through “Team Ministry Immediate Response Kits” (TMIRK), 
we are hoping to be able to respond immediately to crisis situations in- 
volving villages, e.g. longhouse fires, (there are several severe fires every 
year), floods, epidemics or serious outbreaks of disease are also 
opportune times to rally for radical group action and change that will 
have long-lasting effects. We need to discern the social-psychiological 
time of “‘learning-readiness” for villages and individuals. As much as 


8 


82 


possible we should try to work with villages as units and neighbourhood 
or where feasible neighbourhoods and regions. 


Working with village committees we should be aware of problems 
and needs or opportunities that may enhance rapid development, e.g. 
feeder roads, hydro-electric power, education, cottage industries, 
intermediate technology and recreation that may make the rural areas 
a more desirable place to live. Spontaneous and planned resettlement 
projects may be one answer to economy of scale in providing better 
schools, intermediate industry, roads, markets and the amenities of life. 
In many of these things we hope to act as a bridge between the people 
and other agencies and fill in the gaps that hinder the best possible 
quality of life for the rural people. 


Conclusion: 

1. The broad objectives for our rural development programme are 
the same as those in the GENERAL OBJECTIVES CHEMPRO 
and ARDPRO. 


2: Health can be used as an entry point to begin such a programme. 


22 A health component can be added to an already existing rural 
development programme, in fact that is what we have done in 
Kapit with ARDPRO and CHEMPRO. 


4. |Community awareness and motivation can be achieved through 
dialogue, campaigns, meeting crisis situations with more than 
remedial short term help, working with people on self-help pro- 
jects and so on. | 


5. Training to fulfill the above objectives should be carried out with 
intensive short courses of one to several days as much as possible 
in the villages or at neighbourhood schools. Practical training can 
be project-centred to accomplish some specific objectives that 
involve learning by doing. 


6. To follow up these programmes we need more experienced staff, 
responsible trained local leaders and an imaginative well-planned 
budget. | 


7. An outside support agency can help by sending experienced, 
qualified and dedicated staff nurses trained in Community Health, 
preferrably from a developing country, e.g. the Philippines where 
English is spoken and conditions are similar. The budgets of 


ARDPRO is not yet supported for the next ten years (1977-1986) 
and that important part of our Team Ministry needs immediate 

-help. Tropical agriculturists, nutritionists, a community social- 
psychologist, and audio-visual aids specialist, a rural health 
engineer, a community organizer and dedicated capable pastors © 
are all urgently needed for us to function at full capacity as a 
Team Ministry. | 


8. Our criteria for evaluating our programme will be based largely 
on our Specific Objectives which are quite easily measured with 
our present survey forms, e.g. nutrition scale, health scale, 
agricultural development scale, innovativeness scale, weight and 
immunization. records from under seven cards, family planning 
records and records of the extent that social problems increase 
or decrease. 


Contributors: CHEMPRO Team | 
The CHEMPRO Advisory Board 
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PHILIPPINES 


Land Area: 300,000 sq. km. (cultivated 92,130 sq. km; forest 
139,000 sq. km., urban 11,000 sq. m.) 


Population: 42.5 million 

Per Capita Income: US$215.00 (1973) 
Population in urban areas: 32.9 (1970) 

Crude death rate: 11.4/1000 

Crude birth rate: 41/1000 

Infant mortality rate: 69.6/1000 (1972) 
Population Growth rate: 2.7/1000 (1973) 
Total hospital beds: 1.6/1000 
Number of doctors: . 3/1000 
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GENERAL DESCRIPTION OF THE COUNTRY 
Historical Note 


The Philippines declared independence on June 12, 1898, after 
centuries of Spanish domination, only to fall quickly into the hands of 
another colonizing power, the United States. Although the revolutionary 
leader General Emilio Aguinaldo proclaimed independence, it was 
Manuel Quezon who fought consistently for self-rule in the halls of the 
US Congress and secured legislation promising independence. 

Japan occupied the country from 1942-45. Quezon, who left with 
General Douglas MacArthur when Corregidor was about to fall and 
established a refugee government in Washington, died before the war 
ended. His vice-president, Sergio Osmena, returned with General Mac- 
Arthur to re-establish the commonwealth government. The Republic of | 
the Philippines was proclaimed on July 4, 1946, with Manuel Roxas as 
the first president, but Independence Day is celebrated on the anniver- ~ 
sary of the 1898 declaration. 


An attempt by the communist-led Hukbalahaps (Huks) to over- 
throw the Government in the late 1940s and early 1950s was crushed 
by Ramon Magsaysay, who later became President. However, Huk- 
inspired dissidence persisted in central Luzon for the next 20 years. 


Ferdinand Marcos, who won renown as a guerilla fighter during 
the Japanese occupation, was elected President (Nacionalista Party) on 
November 9, 1965. In the elections of November 1969, Marcos secured 
a record majority and on August 21, 1971, he ordered the suspension 
of the writ of habeas corpus, declaring that the nation was threatened 
by communist subversion. The Marcos Administration then stepped up 
its insistence that an armed uprising was being planned and, on Sept- 
ember 21, 1972, Marcos imposed martial law, detaining his bitterest 
critics, some of whom are still being held. In June 1975, the Philippines, 
became the second ASEAN country, after Malaysia, to recognise China. 


Social /Political Profile 
a. Present Political Structure: 


The Philippine Islands has been under martial law since 1972 
with all decision emanating from the president. The major political 
problem is the lack of genuine people’s democratic participation 


in decision making. 
Ethnic Composition of the Nation: 


Christians and Moslems comprise the majority of the people. There 
are several cultural minority groups throughout the thousand 
islands. 


Role of Religion: 


Religion plays an influential role in the lives of the Filipino 
people. The Catholic Church, a major influence, is now moving 
from its traditional conservative stance to a more active role in 
the social and political life of the people. It has spoken out 
against injustice and oppression often. 


Social Political Structures in the Rural Areas: | 


There are barangay councils under the Sagguniagn Bayan. There 
are also Purok leaders elected at large from the villages. At the 
town level there is a municipal council.. However, rural folks are 
afforded some form of token participation only. 


Major Socio-economic Problems in the Countryside: 


Rural areas have been neglected or abandoned in favour of the 
urban (resource ladened) or more progressive areas. In the rural 
area, there is a serious landlord-tenant problem with most of the 
land belonging to a few wealthy people. Rural development is also 
hampered by lack of capital investment and economic opportuni- 
ties, poor roads, lack of transportation facilities and lack of mar- 
keting outlets for farm produce. 


Economic Profile 


Major Occupations: 


Agriculture is the major occupation. Farmers grow rice and corn, 
Sugar and coconut. 


Employment Situation: 


The figures in Table | for 1973 outline the employment situation. 
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TABLE | (1973) 


total labour force 14,283,000 
employed 13,824,000 


unemployed .458,000 (3.2%) 
labour force participation rate 49.7% 


Cc. Distribution of Income: 
It is as follows: (based on 1971 figures) 


P2,818.00 (US$351.37) 
P5,867.00 (US$731.55) 
P7,785.00 (US$970.70) 


Ten percent of the population have greater access to the goods and 

services of the country. Usually those who have the capital can 
obtain the limited resources. Major economic investments in the 
Philippines are from foreign capital mainly large multinationals 
corporations. Investments also come from tourism and an export- 
oriented economy. The effect of these economic investment is in- 
flation. The resources are directed toward further development of 
urban areas instead of meeting priority needs such as schools and 
health facilities in the rural areas. The country is suffering re- 
precussions of the “brain drain” phenonmen where in Filipino ex- 
pertise and technical skill is “exported” aboard. Likewise, the 
country feels the backlash of the export business. Basic com- 
modities are hardly sufficient to meet the need of the Filipino at 
home; yet they are exported to meet demands of other countries. 


Health Profile: 
a. Government Health Care Delivery System: 
Government facilities and personnel are listed in Table I. 
TABLE II (1973) 


Government health facilities and personnel 


rural family average 
urban family average 
metro Manila family 


hospitals doctors 


rural health units i nurses 
midwives 


b. | Non-government Organizations in Health Care: 


USAID, UNICEF, WHO and IBRD (World Bank) provide a sub- 
stantial amount for money for various health activities. Church 
groups own/manage about 2/3 of the Philippine hospitals and 
support many free clinics. The church has recently taken an in- 
terest in and supports some community based health programmes 
in the rural areas. | 


c. General Change in the Health Situation Over the Past 10 Years: 


The health system may be described as urban-centred and 
revolving around the professional doctor, the hospital and clinic. It 
is Curative-oriented and heavily depended on western drugs and 
modern technological equipment. The majority of the people who 
live in the rural areas have little access to any care. There is a lack 
of funds to meet the rising cost of health care delivery. There is 
also a maldistribution of skilled manpower and of health facilities. 
The system may be characterized as lacking adequate planning, 
lacking adequate support systems and having inappropriate policy 
measures’ to correct these deficiencies. There is a lack of inte- 
gration between preventive and curative services and lack of co- 
ordination and continuity between outpatient and inpatient care. 
The government has no set policy regulating private medical 
practice. One result is the enormous medical brain drain in which 
about 40% of all Filipino doctors now practice in the United 
States. This has been the policy over the past 10 years and to 
date there has been no major change. 


MAJOR PROBLEMS FOR IMPROVING THE QUALITY OF LIFE 


The major problems in improving health and the quality of life are 
best viewed within the context of the present political, social/cultural 
and economic systems of the country. 


In the economic sphere, there are uneven health care programmes. 
Only a few get the best health services and many get little or no health 
care. Moreover, the concentration of health services and facilities are 
located in the urban area. 


In the political sphere, there is minimum participation on the part 
of the majority in decision-making relative to health needs. Government 
health services are decided upon from the top. The majority simply 
accept whatever services are given from the top. The medical profession 
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controls medical knowledge and expertise, thus, the majority have no 
choice but to accept the doctor’s decisions regarding their health which 
is a mystery to them. 


In the social/culture sphere, the wealthy, the dominating sector, 
controls the vehicles for the promotion of health education, attitudes 
and the like. This sector promotes a western concept of life, death, and 
health and the myth of its superiority. They see the health programme as 
a technical matter which is cure-oriented; they justify the economic and 
political aspects of health and surround health with an aura of mystery 
for the many. 


DESCRIPTION OF PROGRAMME 


Kapunongan ng mga ina-Katilingbon 
Programme para as Maayong Panglawas 
Kibawe, Bukidnon, Mindanao 


The need to help the poor and powerless farmers in Bukidnon 
paved the way for community organization work in 1974 after the 
seven-month drought of 1973 which disclosed the manipulation and ex- 
ploitation to which farmers were subjected. 


The need for organizing people for power was expressed and 
avenues for mobilizing and organizing people to realize their own 
potentials to solve their problems through organized action were ex- 
plored. Thus on August 1, 1974 the Bukidnon Committee for Com- 
munity Organization came into existence to act as a support group for 
a training/community organization programme. It is composed both 
of laymen, and religious who believe in people’s power and accept the 
pressure/conflict tactics of community organization as a means to 
achieve this. 


A. Programme Objectives 
Community organization is organizing people for power. It seeks 
to: 
1. tap the local, indigenous leadership to work for the welfare 
of their own community; 


2. help the poor and powerless to achieve maximum parti- 
Cipation in decision making; 

3. encourage responsible, representative community organi- 
zation which can use conflict, consensus, negotiation 


methods and democratic principles in order to have an 
active part in determining their own future. 


4. establish a community organization training programme for 
the province of Bukidnon. 


Methodology 


The pilot area for training is situated in Kibawe, Bukidnon. 
It is the second of the last town in Southern Bukidnon, an in- 
land mountainous province. The choice of work area was based on 
the potential of the people for self-organization, the existence of 
multi-conflict issues in the area, and most important of all, an 
invitation to organize. 


Upon the invitation of parish priest, two organizers went for 
an ocular survey of the area. It was observed that the people had 
a lot of organizational experiences with the Federation of Free 
Farmers, credit unions, and marketing cooperatives. In June, 
1974, the two barrios of Labuagon, Spring and Marapangi 
invited the community organizers to help them with the land 
problem. In September, 1974 the formal community organization 
training programme started with two trainees. 


Within a span of one year, the three barrios were organized 
around various issues both of an economic and political nature. 
Worth mentioning is the struggle of the people to remain on the 
land which they have tilled for over 25 years. These three barrios 
with a population of about 600 families are situated in a 1,200 
hectare land categorized as a forest reserve. The fact is that it is 
no longer a forest reserve because all the trees have been cut 
down by aloging concession. Mobilization of people for action 
began when in August, 1974, the town mayor ordered the people 
to demolish their own homes and evacuate the premises without 
explanation or provision of any sort. 


The people, with the aid of the community organizers 
began their up-hill fight for the right to stay on the land. There 
was a series of mobilizations and confrontations with different 
government officers and agencies to clarify the mayor’s attempt 
to remove them. Local committees in each barrio were formed 
for the land issue. 
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At the same time, other interested groups in the barrios 
were being organized around other issues. Most issues were 
political in nature in the sense that they involved the capacity of 
the people to actively participate in decision-making processes 
which affect their own lives. For instance, directives emanating 
from the municipal government to the Barangay Captain to 
require their constituents to contribute US$1,247 for a fund- 
raising Campaign or directing all barrio residents to participate 
in an ‘“Alay-lakad’”’ (Walk for a cause) without prior con- 
sultation with the people, are some issues around which the 
organizer can effectively mobilize people. 


Another felt need of the people was the need for a nu- 
trition programme. For that matter, the mothers from the three 
barrios organized themselves into the ‘‘Kapunongan ng mga Ina”’ 
(Mothers’ Group) to handle the nutrition programme which 
basically was the Catholic Relief Service nutrition programme of 
the Social Action Centre under the Prelature of Bukidnon. 


In the late 1975, the Kapunongan ng mga Ina decided to 
terminate its ties with the Catholic Relief Service nutrition pro- 
gramme because they felt that its policies were contrary to their 
organizational objectives and goals. By this time, the organizing 
areas had expanded beyond the initial three barrios to include 
other barrios. 


The only health resource available to them then was the 
municipal (government) health unit. There was no medical pro- 
fessional available in the town. The health unit, however, could 
not cope up with the increasing demand of the people for re- 
sources and services. The situation came to a point where the 
people had to look for external resources. 


The community organizers acquainted the people with al- 
ternatives which they could tap, like the Health Team of the 
Prelature of Bukidnon, the Community Based Health Programme 
of the Rural Missionaries, and UNICEF. 


After a survey and study of the three different programmes, 
the mothers decided to tap the consultative services of the Rural 
Missionaries to set up their own community health programme in 
their barrios. At the same time, they tapped the resources of 
UNICEF for paramedic health kits and medical supplies. 


oe he 


Training 
The Kapunongan ng mga Ina chose and invited their own 


speakers for their training seminar. The Rural Missionaries of the 
Philippines Health Team helped design the training seminar. 


Twenty-two paramedic trainees were picked by barrio 
populations from eight different barrios. The first training 
seminar was held last August 24 — September 15, 1976 in 
Kibawe. The trainees scheduled their own training seminar days 
on every Monday to Wednesday for three weeks. Food and 
transportation expenses were shouldered by the people of the 
participating barrios. A kitchen staff of eight from each of the 
eight barrios gave voluntary service for every week of the seminars. 


The content of the training seminar was basically patterned 
after the Rural Missionaries Community Health Workers’ Para- 
medic Programme. One innovation was the inclusion of structural 
analysis. The trainees were asked to give information regarding 
socio-economic-political realities in their own barrios as they 
relate to health (e.g. Who usually gets sick? What sicknesses? 
Why are these sicknesses common, etc.?) 


Through this exercise, the trainees began to see more 
clearly the inter-related causes of sickness-poverty-and decision 
making. At the end of the training seminar, each participant was 
given the opportunity to demonstrate principles, methods and 
skills learned during the seminar. In a role play situation, the 
participants assumed the role of the paramedic actually teaching 
the community on community health. Each demonstrator was 
graded by their fellow trainees. The sessions were lively and 
proved the teaching potential of the trainees. 


Evaluation and Follow-up 


The paramedics have organized themselves into a working 
committees of the Kapunongan ng mga Ina. They elected three 
area coordinators from their own group who provide the leader- 
ship. Monthly follow-up meetings are held every last Sunday of 
the month. The coordinators are being taught how to conduct 
the monthly meetings to assess, plan, and deal with problems. 
They sometimes invite a private medical professional from 
Kibawe or the Rural Health Officer from Dangcagan, a neighboring 
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town, to join their meetings. At the same time, the Prelature 
(Church) Health Team has made itself available to the paramedics 
for consultation on medical matters. 


The health component of the work is new, so has yet to be 
tested in prolonged community practice. Problems which surfaced 
prior to and during the training concerned value systems of the 
trainees, the parish workers (community organizers) and the 
Rural Missionary Health Team (training consultants). 


There was a tendency for the group to want to take charge 
and- plan everything, even before they understood the nature of 
the programme. Also, because UNICEF had agreed to help them 
with materials on condition that they received proper training for 
health work, the group was insisting on getting expensive equip- 
ment in quantity — because “‘UNICEF could afford”’ (for ex- 
ample, they wanted for each barrio: a microscope, adult and 
infant scale, midwifery kit (maybe even a health station). Also 
each trainee was asking for her own stethoscope and sphygmo- 
manometer, four thermometers, plus a kit with basic medicine 
and instrument supply. 


Much struggle between the training staff and the trainees 
ensued, centering on values. An effort was made to explain the 
meaning of a programme which develops local resources and self- 
reliance; which uses even good and available resources in view of 
priority needs and the common good; and which focuses on pre- 
ventive more than curative medicine. During the post-seminar 
evaluation, the group still considered the focus urged by the 
training consultants to be negative rather than positive; they 
looked upon it as an attempt to deprive them of what UNICEF 
could give. 


This problem will continue to be struggled with, as the 
UNICEF staff is also concerned with what kind of help will be 
for the good of the programme. As the issues are being worked 
through, the meaning of the programme will be decided by all 
the groups concerned. 


The capacity and determination of this group of trainees 
to work together for community improvement is high. How they 


will apply this in health-related work remains to be seen. The 
Kibawe experience indicates that the barrios were organized 
around economic and political issues because there were the 
immediately defined needs of the people. Health was an addition 
to an already existing programme and was not used as an entry 
point to organization work. : 


The original community organization training programme 
which has provided the stimulus for the health programme in 
Kibawe is funded. This pays salaries for training staff and com- 
munity-organizer trainees, plus overhead costs and living allow- 
ances for the trainees. 


There have been no funds provided for the health pro- 
gramme; help has been through the action/request of the mothers 
to cooperating groups (e.g. to UNICEF for supplies, to Health 
Team of the Rural Missionaries for training assistance). What sup- 
port is needed will be dependent on the agreements made be- 
tween the Kapunangan and answering groups. The assistance of 
the Rural Missionaries (RM) team is temporary; its aim is to pre- 
pare local personnel to understand and manage their own pro- 
grammes. Since the RM team has funding for travel and support, 
they do not charge for services rendered. 


SUGGESTIONS, ACTIONS FOR FUTURE PROGRAMME PLANNING 
Life in local communities will flourish only when there are 
groups of people who come together to promote purposes that seem 
important to them. Many such groups can get along well on their own, 
but others need deliberate fostering; with help for running their own 
affairs, with resources, with approaches to public authorities, etc. 


To help a group become effective and self-reliant, the community 
worker assumes activities of liaison, interpreting, supporting. He develops 
skills in ability to gather and analyze information, establish and main- 
tain good human relationships with different individuals, groups and 
organizations; he sees and helps supply the need for leadership skills, 
group work methods, committee work skills and communication. 


The following are suggestions of the Philippines Study Team in 
regard to actions for present and future programmes. These were made 
after the team had visited the three field areas. To keep our comments 
to the point, we have used the format provided, and present our sug- 
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What should be the broad objectives of a rural development 
programme ? 


oe be self-reliant; 


b. participate in decision making which affect their lives; 
CG, be critically aware of their problems and take action in 
relation to these problems. 


Can health be used as an entry point to begin such a programme? 
Yes, this has been proven by some of the programmes we have 
evaluated. 


Can a health component be added to an already existing rural 
development programme? 

Yes, this has been proven by the Kapunongan ng mga Ina in 
Kibawe, Bukidnon. The already existing rural development 
programme used economic and political issues as entry points 
for initial organizing work. The health component was added 
later when the people perceived health as a felt need. 


How can community awareness and motivation be achieved? 
Community awareness and motivation can be achieved through 
constant participation of the people in the selection of their own 
problems. We believe that this could be facilitated and be more 
effective by having a community organizer in the area to make 
people aware and mobilize them for action. 


The community organizer (C.O.) should be considered an im- 
portant component of a community health programme. The C.O. 
functions in a variety of roles that a situation may call for. He is 
broker, a catalyst, a facilitator, an advocate and an agitator at one 
at the same time. 


What type of training is necessary to fulfill the objectives? We 
believe there should be two types of training on two different 
levels. The success of a training programme depends to some ex- 
tent on the training staff. The orientation and attitude of the 
training staff will greatly influence the trainees. Thus it is im- 
portant that they develop or possess desirable characteristics. 


Level | — Training of Developing Programme Staff. They should 
be trained in: 


a. organizational skills — e.g. interactional skills, critical/ 
analytical skills, planning skills. It should include ability to 
perceive problems within the context of the social/cultural 
and political and economic structures in society at present. 


b. attitudes — towards work with people 


1. basic trust in people 
2. development of commitment orientation to service 


Level Il — Training of Community Health Workers 


The success of service delivery to the people also depends on 
how effective the community health worker is in imparting skills 
and knowledge. Thus, it is also desirable that they develop the 
right attitudes and basic skills. 


a. leadership skills — how to prepare agenda, how to handle 
meetings, how to become sensitive to others’ needs, how to 
mediate conflicts, how to mobilize people for action. 


b. technical skills — basic knowledge in health care. 
G. attitudes — towards work with people 


1. basic trust in people 
2. development of commitment orientation to service. 


d. critical awareness of relation of health to socio-cultural, 
political and economic structures in society. 


¢. basic organizational skills. 
Methodology for training 


1. dialogical 
2. experimental 
3. democratic 


What type of support is necessary to follow-up this programme? 


a. presence of a staff what consists of community organizer 
for every 150 families, a health professional who has the 
basic orientation towards the programme, a secretary to 
handle communications and keep books of account. 


b. | aparamedic or health worker organization on the municipal 
level. They will have their own set of officers with corres- 
ponding functions. The main objective is to coordinate 
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paramedic activities in all aspects. 


a health committee of paramedics and non-paramedics in 
the barrio with its own set of officers and corresponding 
functions. Its main task is to assist the paramedic in im- 
plementation of programmes and projects. It is important to 
also consider the area coverage of the programme. It 
shouldn’t be too big for one C.O. to properly supervise. 


What role can an outside support agency play in the programme? 


An outside support agency can play several roles: 


a. 


consultative and referral role — e.g. government units and 
private health professionals. 


funding and supplies — e.g. UNICEF, drug companies, 
foreign foundations. 


continuing education — e.g. DLGCD (Department of Local 
Governments and Community Development), Institute of 
Social Work & Community Development, University of the 
Philippines (U.P.), Comprehensive Community Health 
Programme, U.P. 


What criteria can be used to evaluate the programmes? 


Basic evaluation whether a programme is successful will depend 
on the people. The staff will have to formulate objective criteria 
for evaluation based on the broad objectives of a rural develop- 
ment programme stated earlier. 


Contributors: Dr. Jaime Galavez-Tan 
Sr. Mary Grenough 
Ms. Leilani Lorilla 
Ms. Aida Lumalang 
Mr. E.R. Montoya 


INDIA 


Land Area: 3,283,439 sq.km. (cultivated 1.7 sq.km. 


forest 660,000 sq.km.) 
Population: 613 million 
Per Capita Income: US$40.94 


Population in urban area: 20% 


Crude death rate: 14/1000 
Crude birth rate: 39/1 000 
Infant mortality rate: | 122/1000 
Population Growth rate: 2.5% 

Total hospital beds: . 5/1000 


ey of Benga/ 


300 600 900 
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History 

In the 1760s, the East India Company was predominant on the 
Coromandel coast and unchallenged ruler of Bengal. Subsequent wars against 
the Marathas, Mysoreans and Sikhs rendered it supreme throughout the 
Subcontinent. After the great revolt in north India (1857-58) the company 
ceded government to the British Crown. In 1870, Queen Victoria became 
Empress of an empire comprising ‘British India’? and a patchwork of 
“native states.” 


The Independence movement, whose most famous figure was Mahatma 
Gandhi, the apostle of non-violence, culminated in the recovery: of Indepen- 
dence on August 15, 1947, when the Subcontinent was divided into the new 
States of India and Pakistan. India, under Jawaharlal Nehru, was a leading 
exponent of neutralism but became involved in disputes in the 1960s with 
Pakistan over Kashmir, and with China over extensive tracts of mountain 
territory on India’s northern frontier. Hostilities broke out again with 
Pakistan (over Bangladesh) in December 1971. Domestically, Prime Minister 
Indira Gandhi and her ruling Congress party have encountered one crisis 
after another. India exploded its first nuclear device in May 1974. In the face 
of what she described as ‘‘a serious opposition plot’? to undermine public 
security and topple her Government, Mrs Gandhi declared a State of Emergency 
in June 1975. Hundreds of her opponents were subsequently arrested and 
censorship of the press introduced. In 1977, Mrs. Gandhi was defeated in 
a Parlimentary election. The new Preminister, Moraji Desai, has lifted the 
emergency rule and restored power to the Parliament. : 


Socio-Political Profile: 

a. _- Present Political Profile: 
India is comprised of 21 states and a number of union territories. Each 
has its own government at the federal level there is a two chamber 
Parliment. Each state has its own government under the leadership of a 
governor. Under the emergency law the Parliment ceased to function as 


the supreme law making body but since the defeat of the Congress 
Party in March 1977 its powers have been restored. 


b. Ethnic Composition: 


India is nation of many and diverse people. The main ethnic groups are 
Aryans in the North and Dravidians in the south. There are 16 regionals 
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languages recognized by the constitution. About 83% of the people are 
Hindu; 11% are Muslims; and there are also Christians, Sikhs, Buddhists 
Jains and other minorities. 


Role of Religion : 


Hinduism has determined one of the basic social structures in India —- 
that of caste. Caste structure allots a status to individuals in the com 
munity based on their work tasks. It also denies status to people 
called ‘‘untouchables’’ and deprives them of opportunities for gooc 
earnings as well as a good place in their community. 


Major Socio-economic Problems in the Countryside: . 


The land problem is the biggest bloc to rura! development. Large hanc 
holding are in the hands of a few people, many of whom are of the 
Brahmin caste. While the system of bonded labour has been abolishec 
in law, in actual fact many people still work Brahmin lands in returr 
for food and protection. It is estimated that 1% of the rural populatior 
owns 20% of the land. 


Economnic Profile: 


Major Occupations: 


Seventy percent of the population lives off the agricultural productior 
of the land. The 1961 census shows that of the 439 million population 
250 were unemployed; of the remaining, 100 million were cultivators 
32 million agricultural labourers, 12 million worked in householc 
iridustry, 8 million in manufacturing industry, 7 million in trade anc 
commerce and 30 million in other occupations. The landless labourer i: 
a major economic potential who at present is one of the biggest 
economic problems. 


income Distribution: 


Typical of most feudal type economic structures, the wealth is con: 
centrated in the hands of a very few. The post-colonial investment: 
have increased this distribution pattern which denies little of the profit: 
from new capital to the poor and rural people. While in the West, 
increased industry, although still in the hands of a small number of 
people, meant rapid growth, this has not proved the case in South Asia. 
Thus the majority of Indians do not benefit at all from modernization. 


| Health Profile: 


Government Health Care Delivery System: 


India has developed a referral system to meet health needs. The basic 
unit isa primary health centre with 10 beds. The next unit is a divisional 
hospital with about 50 bed staffed by specialists in surgery, gynaecology 
and obstetrics. Next to the Divisional hospital there is a district hospital 
with 300-500 beds and more specialist staff. At the top of the ladder is 
the Central teaching hospital. Personnel and Facilities are list in Table |. 


TABLE | (1973) 


Facilities Numbers | Personnel — Numbers 


primary health centres} 5,112 | doctors (homeopath) | 109,514 
281,000 


traditional 
practioners 


hospital beds 


Ayurvedic 
Sida 


Unani 


155,828 
15,413 
24,530 


Non-government Organizations in Health Care: 


Many of the UN agencies operate in India. Regional headquarters for 
WHO is in Delhi. UNICEF also has programmes. About 20% of all 
hospital facilities are provided by Christian institutions. The government 
of India, as well as the State governments have not considered the 
voluntary health agencies very important, and more or less ignored them 
in designing the Five Year Plans. However, with the formation of the 
Co-ordinating Agency for Health Planning (CAHP) in 1970 some pro- 
gress has been made in alerting the Government as to the contributions 
being made by the voluntary agencies. CAHP has been invited to send 
a representative to the Central Council of Health which is an Advisory 
Body to the Central Council of Health which is an Advisory Body to 
the Government and whose membership consists of all the State Ministers 
of Health. 


General Changes in the Health Situation over the Past 10 Years: 


Central government and state governments of India aim to improve 
health facilities and health manpower. Many communicable diseases 
have been eradicated. This has resulted in rapid expansion of population 
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with 2.5% annual growth rate. Family planning programmes are now 
one of the most important components of the health services. The broad 
objectives of the health services in India have been the control and 
eradication of the major killing diseases, provision of comprehensive 
medical care facilities to all the people both urban and rural, provision 
of safe drinking water supplies and reduction in the increase of population 
Priorities in national health programmes are among: 


1. communicable disease control; 2. water supply; 
3. sanitation programmes; 4. nutrition and 


5. family planning. 


The rural health services in India are delivered through more than 
5,200 primary health centres with their sub-centres at the rate of one 
for every 10,000 population, government dispensaries and civil hospitals. 
Primary health centre provides health services to a people of one com- 
munity development block of about 100 villages and population between 
80,000 to 120,000 and each sub-centres supposed to take care in the 
area of 10,000 populations. Several studies have shown that the health 
services are limited to a radius of about 3 miles and the people in the 
catchment area is less than 50%. The rest in the outer zone area will 
receive medical service through rural dispensaries and private rural 
practioners. There are more than 300,000 private practioners most of 
them in indigenous system practice in both rural and urban areas 
around the country. 


MAJOR PROBLEMS IN IMPROVING THE QUALITY OF LIFE 


The following are major problems in improving the life of the poor 
rural people: 


1. social and economic injustices 

2. the land tenure system 

3. the poor state of agricultural production and marketing 
4. the high growth rate of the population 

5. malnutrition 

6. the unavailability of adequate health and medical care 


It is relationship of poverty, of ownership of the means of 
production and of power that has created these problems. Many 


developing countries have social systems in which some are at the top 
and many are at the bottom. It may be argued with much support 
that there will be no improvement in the situation unless there is a 
change in the existing social system. For this reason, there are approaches 
to the question of development which emphasize structural change and 
the need to destroy existing property relationships and the related power 
Structure. From this arguement it follows that resources, although 
important, will be of little use until a new pattern of social relationships 
develop so that the poor are given access to these resources. 


DESCRIPTION OF PROGRAMME 
Tilaknagar Community Programme 
Tilaknagar, Bangalore 


(This case study for reasons which will be apparent in the reading 
does not follow the format of the other four case studies. For one 
thing it describes an urban slum programme; for another, we have 
included the training element and the evaluation and follow within the 
section on methodology. The techniques the Bangalore Team use are 
considered rather extreme by those who feel compelled to “do some- 
thing’? immediately in a community. We chose this case study from 
India because it does describe an approach very different from all other 
studies presented at the two workshops. —ed.) 


Tilaknagar is small urban slum with a population of 50,000. One 
thing that strikes a visitor first is that it is really not part of a depressed 
area; most physical facilities are readily available through not properly 
maintained. But the people in the slum are definitely of the lower in- 
come group. The main source of their income is through: 


Bi Wage labour — coolies, masons, carpenters, factory workers and 
transport workers. | 
women — domestic work, agarbathi and beedi 

rolling, stone breaking, etc. 


2. Vending — vegetable, fruit, cooked food, etc. 


Their average daily wages are: 


1. Unskilled (e.g. cooly) Rs. 3-Rs.6 per day (US$1.00 = Rs 7) 
2. Skilled (e.g. mason) — Rs.8-Rs.15 per day 


3. Agarbathi rolling — Re. 1-Rs.4 per day (0.60 paise per 1000 sticks) 
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Domestic help — paid monthly — Rs. 10-Rs.30 p.m. 


There are about 50% muslims, 40% Hindus and 10% Christians 
with difference in languages of Urdu, Tamil, Kannada, Telugu and 
Malayalam. 


About 40% of the people can read and write their own mother 
tongue but most of them can talk at least two languages. The main 
source of entertainment is cinema. There are about three tents in this 
area. The people will readily sacrifice a meal in order to see a picture 
even if it be the second or third time. 


There is no formally organized group here but only individuals 
and families collecting together for some religious festivals and they 
may collect around one person for their needs or work. (e.g. In agarbathi - 
or beedi rolling or stone breaking — they may get the materials and 
wages from one person.) There is no organization of the people as such, - 
though there are boards claiming a Harijan Welfare Association; or a 
St. Anthony’s People’s Association. 


Political awareness and organization and activity are less. During 
election time, of course, there is much activity generated mostly from 
outside. 


A. Programme Objectives 
Our objective are: 


1. To educate and organize people for greater co-operation 
amongst themselves so that they can jointly undertake 
various programmes for the development of the community. 
These programmes may be in the economic, health, edu- 
cational, cultural or other fields. 


a. To promote self-reliance so that there will be minimum 
dependence on outside help. 


3. | To educate people to be aware of the existing forces in the 
community and in themselves which hinder their develop- 
ment. 


4. To initiate programmes of training to increase the skills in 
the community so that greater economic and social develop- 
ment may be facilitated. 
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2. To promote self-employment activities. 
B. Methodology 
Our strategy is: 


1. To enter the community without power but as equals. i.e. 
to go into the community without any planned programmes 
or charity but to be present there as a member of the 
community. 


2. | We don’t take any programmes in isolation such as health, 
economic development, nutrition programmes, education, 
etc. but to see these different needs as inter-related and 
interdependent. 


3. In taking up any activities we will be supporting from 
behind — as a catalyst. We want the people to meet, plan, 
discuss and take decision. In short, to participate in all 
Stages from the beginning. 


After serious deliberation and reflection, St. Mark’s Cathedral 
Team in co-operation with the Medical Mission Sisters have selected 
“Tilaknagar”’ for our involvement. Tilaknagar is situated between 
Bannerghatta Road and Jayanagar 4th Block behind the LIC 
Housing Colony as an extension of Jayanagar 4th Block in South 
of Bangalore. 


Our involvement: 
The beginning: — 


For the first few months we did not do anything except 
trying to identify ourselves with the life of the people just by 
being present and getting familiar with the place, the people and 
their problems so as to establish relationship and confidence. 
Later we tried to work with people on the issues such as children’s 
education, employment for women and nutrition programme, etc. 
But in all these efforts we found that people were willing to 
participate up to a point even to contribute money but they 
were not ready to organize themselves, to take decisions for 
continuing efforts and especially tended to leave the leadership 
responsibility to the team. At this stage it was decided to work 
out further strategies to move forward. At every step we had 
evaluations reviewing whether this was in accordance with our 
objectives. 
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One next step: 


We now took up certain enabling functions such as helping 
people to acquire skills and to set up better income producing 
units. For example: 


1. We secured places for three people for a four months 
Craft training in the All India Handicraft Centre. Of these 
one completed the course. She has agreed to use her training 
for the benefit of herself and others. This may mean her 
having to teach others in the area. 


2. Sewing Classes: 


Women who expressed a wish to learn machine sewing, came 
together, met a few times, discussed about choosing the 
teacher, her salary, class room rent and how to get a ma- 
chine. They were willing to pay towards room rent and the 
teacher’s salary. We had to look for a machine and from 
St. Mark’s we got one. Now they are conducting their 
classes adjusting their timing according to their own con- 
venience. When they wish to make any changes or solve any 
problems connected with the sewing class, they meet 
together. 


3. Agarbathi (bedi) manufacturing: 


Manufacturing base sticks of Agarbathi is one of the main 
occupations of women (about 80% of Muslim women and a 
small percentage of other women). It is one of the industries 
where there is most exploitation and where the workers 
are not organized at all. So we decided to take up this pro- 
gramme. 


Large manufacturers employ women in such slums to make 
base sticks of agarbathi which later is scented and sold with a pro- 
fit of 100-300%. Thus the major benefit goes to the person who 
invested the money, while the real working women gets a pittance 
which does not even meet their expense to keep themselves clean 
properly. A woman may at the most be able to make two to three 
thousand sticks to earn Rs.2/— o Rs. 2.50 per day. This makes 
them i in unhygienic conditions and be mal-nourished which 
makes them unable to do hard work in dust and may lead them to 
sickness. They work day and night to keep themselves alive. 


Like most contract and casual labour, the Agarbathi work- 


ers are not at all organized in any stage. Realizing this situation, 
we met the women individually and in small groups and discussed 
about forming a Co-operative. With the women we are proposing 
to start a small Agarbathi manufacturing Unit with the hope that: 


(i) 
(ii) 


this will enable them to increase their income a little more; 


this will make them realize their strength by working to- 
gether; 


this will teach them to set aside a part of their additional 
income for building a Co-operative society and Health In- 
surance; 


that they may develop a sense of ownership and re- 
sponsibility. 


Health: 
In this area medical facilities are available: 


There are small clinics, and two big hospitals within 
3 miles. But to one’s surprise the people are not using them 
except when it is too late. The people are steeped in super- 
stition and traditional ways of looking after their health. 


At one stage in the beginning, we were willing to help 
meet the problem of ill health with some doctors who 
were willing to give their voluntary service, provided the 
people participate in securing the place for the clinic and 
organize the people and generally manage the whole affair. 


At this stage we found that the people were not 
ready and expected us to give health as a service. They 
were used to the general pattern where the people are 
treated as patients, who only receive health services. 
Since our objectives and strategy was opposed to this, we 
decided to work towards helping the people to meet their 
health needs along with their economic programmes. 
For example, in the Agarbathi programme, it is proposed 
that each woman would set aside 5 paise from the wages 
she gets for 1000 sticks to meet part of her health needs 
i.e. tohave a check up at least once in three months. In add- 


ition a small percentage of the net profit also can be added 
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towards such a health insurance. 


Another step we have taken is to contact the women 
who conduct home deliveries and who have skills in this 
field, through more experience. Since many of the poor 
women here are not able to approach a hosnital, they 
usually seek the help of these women. We have taken in- 
itiative in contacting these older women individually and in 
small groups to get them to share their experiences, methods 
and the difficulties they face; and to seek help and support 
‘from one another and even to get some help from outside 
like getting technical knowledge and some equipment. 


SUGGESTIONS, ACTION FOR FUTURE PROGRAMME PLANNING 


Our plans include the forming of an Association consisting of the 
local people, staff and others to take up the whole responsibility and to 
continue the work of development in respect of different specific needs 
and to build an informed participative community. 


Contributors: Dr. R. Arole 
Mr. Somen Banerjee 
Dr. D. Banerji 
Dr. V. Benjamin 
Dr. M.M. Bhatt 
Ms. Gladys D’souza 
Dr. S.B. Hansdak 
Dr. Prem Chandran John 
Mr. Ajit Muricken 
Mr. Asoke Kumar Sarkar 
Dr. Joyce Siromoni 
Sr. Alicia Vadakel 
Rev. J. Isiah Victor 


Land Area: 140,789 sq. km. (cultivated 7,644.78 sq. m.; 
forest 17,277.73 sq. m.) 


Population: 12.5 million 
Per Capita Income: US$82.70 
Population in ohn areas: 8.3% 

Crude death rate: 20/10000 
Crude birth rate: | 42/1000 
Infant mortality rate: 183/1 000 
Population growth rate: 2.07% 
Total ies beds: . 18/1000 
Number of doctors: . 03/1000 
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GENERAL DESCRIPTION OF THE COUNTRY 
Historical Note: 


From 1846 to 1951 Nepal was in effect ruled by a family of 
hereditary prime ministers, the Ranas, who pursued a policy of close 
cooperation with the British power in India. Agitation by the Nepal 
Congress Party for a more democratic government led to a ‘‘revolution”’ 
by which the royal line, represented by King Tribhuvan, returned to 
power. A general election held in 1959 resulted in an overwhelming 
victory for the Congress but, at the end of 1960, King Mahendra, 
who had succeeded Tribhuvan, dismissed the ministry and inaugurated 
personal rule. Mahendra died on January 31, 1972, and was succeeded 
by his son, Birendra, who was crowned in February, 1975. 


Socic-Political Profile: 
a. Present Political Structure: 


Nepal is one of the few remaining countries where an absolute 
monarchy still prevails. The present king, a man who was educat- 
ed in the West, uses his authority to attempt to bring moderni- 
zation and technology to what still might be described as a feudal 
kingdom. : 


b. Ethnic Composition of the People : 


Nepal’s twelve million people may be said to have originated in 
one of three main sources. There are the people who come from 
the Gangetic plain of India and live in the Terai (the agriculture 
belt below the Himalayas). There are those of Newar origin who 
were the original population of the Kathmandu Valley. And there 
are the Tibetans who live in the north-east and northern central 
part of Nepal, high in the Himalaya mountains. 


Ss. Role of Religion: 


Nepal is the only country where Hinduism remains the state 
religion. Ninety percent of the people are Hindus; eight percent 
are Buddists, two percent are Muslims; and there are a very few 
Christians. Many of the Hindu worship ceremonies are part of the 
daily life of the Nepalis. Conversion to another religion is pro- 
hibited by law. 
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Socio/political Structures in the Rural Areas: 


The social system is based on a joint family caste system. Political- 
ly, the country is ruled by the Panachayat system which consists 
of 4,000 village panchayats, 16 town panchayats and 75 district 
panchayats. There is annational panchayat which is like a Parlia- 
ment consisting of 125 people — 16 of whom are nominated by the 
King; 90 of whom are elected by zonal committees and the re- 
maining 19 are representatives of various “class organizations” 
(women, youth, peasants, etc.). Social structure in the countryside 
remains very feudal. 


Major Socio-economic Problems in the Countryside: 


The feudal nature of Nepal means that land ownership is a major 
problem. The majority of the people do not have enough land to 
provide their own subsistance crops. If they do have much land 
they lack incentives to produce crops for commercial use. Thus, 
lack of food is a problem. In addition there is an underemploy- 
ment problem because young men have no income means. They 
gravitate to Kathmandu looking for non-existent work. 


Economic Profile 


Major Occupations: 


It is estimated that 95-97% of the population is engaged in agri- 
culture and cattle breeding. Industry is still small scale. There are 
jute and textile factories and sawmills in the Terai. However, these 
industries do not provide widespread employment for the 
Nepalese. 


Distribution of Income: 


Because Nepal is basically a feudal kingdom the majority of 
wealth is in the hands of the king, his relatives and his advisors. 
The king is committed to the modernization of the country but 
has neither the funds or skilled personnel to carryout this goal in 
a short time. Even if modernization could be rapidly introduced 
there is great doubt as to how it might improve the lives of most 
of the people. Before a restructuring of income distribution 
could take place, it is necessary to implement a land reform pro- 
gramme, a move which might threaten the very position of the 
monarch. 


Health Profile 


Government Health Care Delivery Programme: 


Government is committed in the present five years plan to im- 
prove health facilities and numbers of personnel. It has targeted 
800 health centres to be built by 1980. It is also building a new 
Auxiliary Nurse Midwife (AMN) Training School in West Nepal 
and asking the United Mission to Nepal to train new health 
assistants and AMNs. 


TABLE I (1973) 


hospital beds doctors 


Nurses& 
midwives 


Non-Government Organization in Health Care: 


The UN, both WHO and UNICEF, have been involved in planning 
and assisting government policy in improved health services. 
In fact, government relies very heavily on all outside aid to help 
achieve its health goals. Health care under the Christian United 
Mission to Nepal has been mainly curative in nature and Western- 
oriented. 


Possible Future Direction of the Health Care Delivery System: 


The national health plan aims to expand integrated basic health 
services in order to bring health services within easy reach of the 
rural population; to conduct family planning and MCH activities; 
to strenghten and expand programmes of eradication of com- 
municable diseases and to strengthen, develop and expand the 
curative services. Primary health care at health centre level is also 
a priority. 
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MAJOR PROBLEMS IN IMPROVING THE QUALITY OF LIFE 


The major problem in improving the quality of life is the existing 
feudal system which re-enforces many social customs militating against 
change. Examples of this social tradition can be seen in the subsurvient 
attitudes of women who have no voice in household decision-making. 
Another example is the demand for contributions to local festivals and 
marriage ceremonies by people who have no disposable income. This 
practice gives rise to money lenders who can take land, house and pro- 
perty of the one who owes him money. Government policy tends to 
improve the life of the already “haves” and work against im- 
provement for the “‘have-nots”’. 


DESCRIPTION OF PROGRAMME 


Shanta Bhawan Community Health Programme 
Kathmandu 


Our work is located mainly in the southern part of the Kathmandu 
valley. Our Community Health Programme is in Lalipur District which 
has 31 village panchayats. The total population is about 94,000. Four- 
teen village panchayats are easily reached by roads as they are in the 
Kathmandu valley. Seventeen village panchayats are in the very hilly 
area of southern Lalipur District. We have recently begun work in these 
more remote panchayats. 


A. Programme Objectives 
The following are the objectives of our programme: 
gD Integrated development: 


Development on the District, Town and Village Panchayat 
levels is attempted on a coordinated and simultaneous 
basis in the health, educational, social and economic, agri- 
cultural and moral fields because these are all interrelated 
and interdependent. The resources and programmes of the 
central government and its several ministries are co- 
ordinated at the District Panchayat level. 


2. Education: 


The main aim is educational, meaning to bring about changes 
in behaviour in individuals, families and communities, 
rather than only providing health services. 


Health and development: 


The community health programme is based on an in- 
tegrated and comprehensive approach. The individuals, 
families and communities are stimulated and educated 
to become aware of their other basic needs for development 
all of which affect health, and assisted in obtaining satis- 
faction of their basic needs. 


Development and culture: 


Serving and teaching of the members of the family and 
community is based on the needs and conditions in 
the homes and on local traditions and customs. The good 
customs and traditions have the wisdom of the ages behind 
them and should be preserved, and only the harmful ones 
should be changed. ; 


Self-help: 
The emphasis is on identifying, raising up and utilizing 
local resources, both in personnel and financing. ‘‘Handouts’”’ 
are avoided except in extreme emergencies. Outside grants 
are time-limited or on a one-time basis and confined largely 
to financing or training and some capital goods and con- 
struction. 
Priorities: 


The highest priority is placed on reducing the illness and 


mortality in children in their first five years of life, and the ~ 


related priority is assistance to pregnant and lactating 
women, in order to provide the foundation of good 
nutrition and health for the infant before and after birth. 


Home and community: 


It is essential to try reach all the family members and all the 
homes in the community with a programme of service and 
education. This is done mainly through periodic and 
extensive home visits. The community census is one of the 
basis for a diagonsis of community needs and the measure 
of the success in meeting those needs. Simple maternal 
child health and family planning services are provided. 
Teaching, consultations and assistance are provided to 
local medical practitioners, 
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Use of village level aides and volunteers: 


With the shortage of qualified personnel willing to work at 
the village level and the likely possibility of lack of com- 
munication with the community due to role perceptions 
where highly qualified persons are available, workers for ser- 
ving and particularly for teaching and visiting are re- 
cruited from their own communities to serve as volunteers 
or paid a minimal stipend. 


B. Methodology 


Our programmes has the following focal points: 


Water sources 


a. Advisory — 
Directing village leaders to government and voluntary 
organizations within the valley. 

b. Education — 7 
Educating village leaders and school personnel on the 
importance of pure water supply for hygiene, prevention 
of diseases and the importance of an adequate water 
supply for improved agriculture. 

c. Providing — 
Water purificants and directions for use in ponds, wells 
and storage tanks. 

Sanitation 

a. Advisory — 
Assisting in the technical capacity for site selection for 
different types of latrines with recommendations for the 
building of individual home latrines. 

b. Education — 
Planning programmes and discussions for schools, pan- 
chayat groups and families to emphasize the importance 
of improved sanitation for health maintenance and 
prevention of disease. 

c. Providing cement slabs for pit latrines for women health 


aides and village leaders. The outer structure is provided 
by the local person. Twenty slabs were provided in 1973. 


Nutrition 


a. Advisory — 
advising on the use of nutritious locally available foods 
and direct agricultural questions to the district agricultural 
technicians. 


b. Education — 
providing programmes, discussions and demonstrations 
of weaning foods as well as support of breast milk 
practices are given to school groups, women, teachers, 
villager leaders and in homes. Improved maternal nu- 
trition is encouraged. 


c. Providing fruit plants and vegetable seeds to all women 
health aides to encourage kitchen gardens. Supplementary 
foods such as milk powder have been given to mal- 
nourished children in controlled programmes. 


Maternal Child Health — Family Planning Services 


In response to one of the highest child mortality rates and 
birth rates in the world, this programme has begun MCH 
services. In 20 of the villages, weekly MCH clinics are held 
in a room of the panchayat house. Resident staff with the 
women health aides and other volunteers hold simple clinics 
for ante-natal and post-natal mothers, sick and well babies 
and offer family planning services. The emphasis is on 
education towards healthy growth and development of the 
child, improved hygiene and maternal nutrition. UNICEF 
drugs, oral contraceptives and immunizations are provided. 
Home visiting follows the clinics. 


Immunization Programme 


Smallpox — In cooperation with His Majesty’s Government 
Smallpox Eradication Programme and their yearly temporary 
vaccination programme, vaccinations are given year round to 
newborns and others. Three of the women health aides and 
one compounder were selected in 1973 to be temporary 
vaccinators for their village. 
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Tuberculosis Control Programme 


Open cases of tuberculosis are treated via the Madras 
scheme. This scheme is based on bi-weekly injections of 
streptomycin and doses of isoniazid given to the patient in 
a clinic situation. Monthly medical examinations and 
sputum examinations are performed. Home follow-up of 
defaulters and vigorous contact follow-up are other parts of 
scheme. 


Nutrition Rehabilitation Unit 


A Nutrition Rehabilitation Unit was initiated in Chapagaon. 
Mothers with 1st and 2nd degree malnourished children 
are encouraged to go to the unit to learn techniques and 
skills in feeding their undernourished children using locally 
available foods. © 


We made a simple bamboo kitchen with ‘“‘Chulas” for cook- 
ing. Mothers bring their own food and bedding for the time 
they are in the unit. The children are given food from home 
as well as 4 supplementary meals from the centre. The 
supplementary food given is “Sarbottam Pitho” which is 
made from locally available foods. Each mother learns how 
to make it and then feed it to her child. Follow-up is carried 
out after the child left the centre through the village MCH 
clinic. 

Community Participation 


The Community Health Programme is a district panchayat 
health development programme and is involved in two dis- 
trict panchayats. A health committee has been formed at 
the level of the district panchayat in Lalitpur and is directed 
by the district panchayat president. Integration of nutrition, 
agriculture, education, water, transportation, communication 
and health development is being encouraged. Periodic joint 
district seminars are held for the volunteer women health 
aides and panchayat leaders to discuss common goals and 
ideas and to receive new technical information concerning 
a broad-based health programme. 


At the level of the village panchayat, several villages have 
formed health committees to supervise and advise the 


health programmes. In 20 of the villages, one room of the 
panchayat house has been designated for health activities 
and panchayat members as well as volunteers participate in 
the weekly maternal child health clinics. 


One or two women volunteer health aides in each village are 
assisting their communities in maintaining and promoting 
basic health. They have made a home to home health 
census in their village and continue to act as health 
motivators, educators and social interpreters for the outside 
health personnel. These women range in age from 15 years 
to 47 years and in educational background from three years 
of formal education to Teacher’s Training education. After 
a five week course in Shanta Bhawan in May, 1972, they 
have volunteered their time and effort for their villages. As 
volunteers move out of their community for further 
education or marriage, they are replaced by other volunteers. 


Seven local compounders have been encouraged by their 

communities to participate in this programme. They have 

been given loans and supervision in stocking a reliable 

variety of medicines for their work and serve as private 

businessmen in their village. | 
Training 

Education has been given primary importance in the com- 
munity health programme as constant efforts are made to learn 
from local practices and to share helpful information at all levels. 
Every contact between a volunteer woman health aid, resident 
staff or a member of the advisory team and the local community 
is considered a learning and teaching experience. Learning about 
local conditions, customs and habits, analyzing the information, 
reinforcing and encouraging the beneficial habits and seeking ways 
to change only those that are harmful are some ways in which 
community health staff participates in many different educational 
experiences. 


Village level groups: During 1973, 465 group teaching sessions 
were held in the various villages led by resident staff members 
covering topics such as hygiene, nutrition, sanitation, causation of 
disease, etc. These sessions were informal question.and answer 
discussions stimulated with the use of flash cards, hand out leaf- 
lets and demonstrations. Thus far,effective means for using audio- 
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visual recordings and films have not been developed. 


Compounder: Since most valley villagers use the services of 
local compounder for all medical problems, the compounder 
is regarded as an integral part of the community health pro- 
gramme. The village panchayats have selected the 6 compounders 
involved in this relationship and they are private businessmen in 
their villages. 


Each week the local compounder is involved in an ‘‘on the 
spot”’ teaching session in his own shop in the village with patients 
of the village. The doctor-member of the Advisory Team examines 
the patient with the compounder as they discuss together the 
health of the villager. Again, beneficial procedures and care of the 
villager by the compounder is re-enforced and any harmful practice 
is discussed and changed. 


These compounders also participate in a monthly seminar at 
the Shanta Bhawan base hospital for in-service training after which 
they may purchase drugs from the pharmacy. In 1973, the 6 local 
compounders saw an average of 33 villagers per day as based on 
365 days ina year. 


Team meeting: Bi-monthly team meetings are held for the staff 
of the community health programme for organization and ad- 
ministration purposes and for in-service training on topics ranging 
from contraceptive care to indigenous health practices. The team 
meeting is structured so that all members may discuss ideas and 
share information in regard to specific job assignments and in re- 
gard to customs and habits of different villages. It is at these team 
meetings that opportunity is given for a thorough discussion and 
explanation of the beneficial and detrimental practices of any 
given service in community health. The team also participates in 
conferences, seminars, study programmes and field trips to keep 
aware of changing conditions of community health services. 


Nutrition is becoming an up-graded part of the community 
health programme. In all activities of nutrition, central importance 
is given to ascertaining what foods were available in the local 
villages and how the proper amount of this nutritious food could 
be given to the children in an economical way. Demonstrations, 
village group sessions and informal consultations with the villagers 
are the methods used to share the knowledge of locally available 


nutritious foods. Emphasis is given to re-enforcing and promoting 
breast feeding, a prevalent custom in the villages of Nepal, in order 
to instill its importance to the health of the child. This is esp- 
ecially important during a time when new habits such as bottle 
feeding are slowly creeping into the village societies of Nepal. 


D. Evaluation and Follow-up 


Much of our follow-up is done by continual village visits. 
This way it is possible to build a strong relationship with the 
community. We go the villages of Lalipur District and give nutri- 
tion teaching to the mothers in accordance with their culture and 
tradition. We learn from the mother what foods are available in 
their homes and what they feed their children. After that we teach 
them how local foods can be used better. 


As mentioned above, we also train village volunteers and 
visit them to help them with their work. Compounders also have 
a close relationship with us and help promote our teachings. 


Helping people to change their health habit takes a very 
long time and requires contact with the community. 
Major obstacles include: 


1. lack of education of the local people. It is very hard to 
teach an uneducated mother new things. 


2. the strength of cultural beliefs and tradition. They do 
not like to change habits immediately. 


3. need to spend a long time for changes in attitudes. 


We can evliauate the health status of those inf contact with 
our programmes by clinical examinations. Also by the increased 
numbers of people who join into our work. The health of the 
community is much harder to measure. We still do not know how 
to do it. 


SUGGESTIONS, ACTIONS FOR FUTURE PROGRAMME PLANNING 


A major part of our work will continue to focus on nutrition 
education. We will continue to carryout the work of our nutrition re- 
habilitation centre. 


The main objectives of this centre are: 


1. To attempt to teach and demonstrate to mothers with mal- 
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nourished children techniques and skills in feeding their ows 
children which will improve the child’s health. We use the foods 
materials and cooking methods which are appropriate to th 
local conditions. 


To motivate mothers fo teach these techniques to others in thei 
villages and communities. 


Contributors: Dr. Noboru |wamura 
Mr. Narayan Prasad Maharjan 
Ms. Nalini Shakya 
Ms. Uma Gurung 
The Shanta Bhawan Community 
Health Programme 
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IV. ISSUES AND PERSPECTIVE 


Introduction 


In both workshops the talks on health and development and the case 
studies provided the substance for the discussions. On the basis of these imputs, 
participants focused their analysis on six issues concerning community health 
work. These issues were defined by all participants as crucial to understanding 
their own work. They also brought sharply into focus the problems and 
potentials of community health in Asia. 


Issue One: The Difference Between “‘Community Health” and the ““Com- 
munity Health Services” 


A major concern for people involved in community health programmes 
is the relationship of the delivery of health services to the broader concept of 
community health care. The problems become real when programme staff are 
asked to evaluate the improvement in the “health” of the community. For 
instance, should this evaluation include numbers of people attending health 
education lectures as well as reduction of disease incidence? Is the formation 
of a health committee and selection of a village health worker an indication 
that the “health” of the people is changing for the better? How exactly can 
we measure a Community’s health improvement? 
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Dr. Banerji clarified some of the distinctions in his discussions with us 
on the differences between the “health” and the “health status” of the com- 
munity. Banerji says that the “health status’ of the community is the 
measurement of the physical health of the individuals who compose the com- 
munity. The “health” of the community however is defined by the socio- 
political-economic structures that exist in the community. We can measure 
the “health status” of the community by statistics which reflect such things 
as disease patterns, numbers of wells, types of good housing. We must measure 
the “health”? of the community be describing which people get what per- 
centage of all the available resources (food, income, education, etc.) Thus the 
“health status” is only one component of the “health” of the community. 


Banerji points out that ‘‘health’”’ must be seen as a dynamic process. 
It is constantly changing both in measurable quantities and in its perception 
by the people of the community. To improve the “‘health” of the community 
we first must know how the community sees its problems, and defines its 
needs. We then are in a position to see what health services can be rendered to 
help improve their perceived situation and problems. By accepting the dis- 
tinction between “‘health”’ and ‘‘health status’, community health programme 
staff can begin to define the delivery of services as a means by which to 
improve ‘health’ of the community. They can evalute their efforts by 
analyzing not only the health care services but changes in providing more 
equal distribution of available resources. 


Issue Two: Community Participation 


All agree that community participation is a necessary element in any com- 
munity health programme. However, what exactly does participation mean? 
The issue of community participation raises several questions. For instance: 


Tr How do you define community participation? 


Essentially, we are asking whether community participation is a 
question of numbers of people and/or commitment of people to pro- 


grammes. One group of participants said that community participation 
could be defined by the number of household representatives attending 
a community meeting to discuss the health programme. Unless 90% of 
the households were represented the group felt that a programme would 
not have the commitment of the cammunity. They, therefore, would 
not begin the work. 


Others argued that the presence of a certain number of people in 
no way indicated participation unless those who attended were willing 
to take responsibility for tasks to implement the programme. These 
people suggested that the willingness of the community leaders to 
participate in the work indicated that the community would participate. 
They felt that community support could not be qualified by numbers 


but by commitment of community officials who, after all, were em- 


powered by the people to make these decisions for them. 
How do you motivate people to participate in programmes? 


All thought that the techniques of motivating people depended 
very much on the culture and values of the community. Yet a number 
of people suggested ways that participation could be encouraged in any 
community. The following approaches were important: 


a. Start at where the people are not where you are. 

b Involve the people in decisions which concern them. 
C. Listen to the people, accept their views. 
d 


Be humble, be willing to make mistakes, admit mistakes, 
correct mistakes. 


e. Be flexible. Adjust to peoples work programmes in planning time 
and responsibility for programmes. 


f, Recognize the existing socio-political structures and do not expect 
too much of the people given the existing situation. 


Educating the people to make them aware of their problem 
and potentials was also seen as an important step in motivating 
participation. However some people warned of the inherent danger of 
educating people to see what the teachers identify as problems not 
what the people identify as problems. It has been shown in many 
communities, for instance, that health is not a priority need. Yet if 
community helath planners educate people to accept this as a need, it 
changes the people’s perception of their problems and can inhibit 
their desire to participate in programmes. Education must center on 
the problems that the people not the planners wish to slove. 
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Other means of motivation which were considered included 
confrontation tactics where the people could identify a priority 
problem and could plan an action which could alleviate the pro- 
blem. Motivation could also be found in a reward system such as 
food for work in some of the Indian villages. Each situation has to 
be considered on its own merits. 


After studying and discussing the problems of motivation, 
participants reached two conclusions. One is that motivation is 
intimately connected with the existing socio-political structure of 
a community and this structure determines the type and kind of 
motivation which is effective. Secondly participation is a dynamic 
process which is constantly changing and is always requiring new 
approaches to each new situation. : 


How do existing health care institutions help or hinder community. 
participation? 


Community health programmes must have some type of structure. 
so that participation can occur. But should they relate to the existing 
structures or is it necessary to build new ones? It was noted that the 
most obvious structure to which a programme might relate is thé 
existing medical institution, usually the hospital. Most participants felt 
programmes which came from hospitals really could not develop into” 
community participation programmes. Many reasons were given. One i is. 
that the medical professionals of the hospital usually dominate pro- 
grammes. Their professional concerns and arrogance does not allow a 
real dialogue with the community to take place. Also hospitals are 
mainly concerned with the ‘health status” and the delivery of services 
rather than the “‘health” of the community. However, if hospital staff 
are to be involved in community health participants felt they must | 
understand their limitations. These institutions could contribute by 
acting as a referral centre training village health workers, giving guidance | 
on medical problems to community workers and health committees 
and acting as a consultant on specific matters. They could act as a_ 
“bridge” to carry the professionals knowledge to the community health : 
workers. They could not however plan, administer and direct com- 
munity health programmes. ; 


S 


On the other hand many people felt it was necessary for com- 
munity health programmes to have links with health institutions. The 
programmes need support of professional medical workers ahd of 
institutions both to gain credibility in the community and to advise on 
technical matters. Participants suggested that the best institution with 


which to work was the local government health care centre or hospital. 
If the government support was enlicited in the early phase of the pro- 
gramme then government could be relied upon to provide certain re- 
sources (possibly medicines). Also government would not regard the pro- 
gramme as either subversive or a threat to its own policies. Government’s 
approval would relieve the programme of the fear of either eventually 
being taken over by government or being closed by government officials. 


A problem which concerned most people was the question of 
developing a community health programme if the existing structures 
were so oppressive that they would not allow any real community 
participation. Did you then create an alternative structure whereby the 
people could identify had become responsible for the programme? 
Could an alternative be viable? There were some programmes which 
had enough resources to set up community health programmes not 
attached toa medical or government institution and create a programme 
in thiss new structure. However, whether the programme could be 
sustained if outside support were withdrawn and whether government 
would continue to tolerate this alternative to its own health care 
delivery were both real questions. Participants conclude these are knotty 
issues and are to be considered in depth when planning for community 


health. 


issue Three: The place of the Medical Professional, and the Community 
Organizer and the Village Health Worker in Community Health 
Programmes. 
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Each of our participants belong to one of these three service groups. The 


medical professionals and community workers were paid workers with an 
amount of professional training. Their problem was to define their work in 
the context of community problems. The village health workers (VHW) on 
the other hand, were members of the community who were learning a new 
service role. Because there was no professional standard by which they are 
evaluated and because they are functioning differently in different com- 
munities, much of the workshop discussions focused on their work and their 
role in community health programmes. Discussion focused on the following 
questions: 


ts 


What role should each of these three service groups play in community 
health programmes? 


Those who attended the workshops felt that the medical pro- 
fessional must see his task as a) a referral point for serious illness b) a 
teacher for village health workers c) an advisor on technical aspects of 
community health programmes. In other words the medical professionals 
should see themselves as additional resources to community based pro- 
grammes. Two obstacles, however, prevented medical people, especially 
doctors, from performing this role. The first was the type of medical 
education these people received. Medical schools taught use of advanced 
medical technology, emphasized diagnosis of strange diseases and 
enforced a building propensity for medical student to be a super com- 
petent and competitive. The skills and values of this education did not 
facilitate the development of community health programmes. Instead 
they propelled doctors to serve in private practice in urban areas or to 
migrate to technologically advanced societies. Those few who chose 
community work had difficulty in learning to act as resources rather 
than as directors of community health programmes. 


The second barrier was the perception of the role of the doctor by 
the community. Many raised questions about the need to ‘“de- 
mythologize” the doctor. They wished to educate the people to look 
at the doctor as one source of medical information not as the supreme 
conveyor of medical treatment and health to the community. It was 
noted at present in most communities western medical doctors were 
greatly revered and trusted regardless of their medical competence and 


of their treatment of the local people. If the people are to realize their 
own potential in improving their health and environment it was 
necessary to change their view of the doctor. They must begin to see 
him as an equal member of the community not as an authority figure 
with magical powers over the life and death of the people. 


The role of the community, organizer was more difficult to define 
than the other two service roles. In some countries, the term ‘‘com- 
munity organizer” itself raised suspicion of the government. Thus, it 
was suggested the “community worker’’ be used instead. Essentially 
they saw their task as helping the people to create structures which 
could be use to solve their perceived problems. Few community 
workers were health specialists but rather were people who saw 
health as an entry point into other necessary organizational changes in 
the community. Many of their-problems developed their work was 
often seen a threat to both government interests and interest of the 
existing powerful people in the community. Thus, it was necessary to 
keep a very low profile and function without drawing attention to 
their work. 


As we stated the role of the VHW became a major focus in both 


workshops. Several questions were raised about their place in community 
health schemes. Firstly, participants discussed who was the village 
health worker. All agreed that the worker was a member of the com- 
munity but was it the volunteer service without pay that defined the 
the term? or perhaps it was the tasks they performed? After much talk 
most people decided that the term ‘‘village health worker’’ was indeed 
a political definition. By saying a village health worker was a person 
chosen by the community and responsible to the community this 
worker became a representative of the people rather than of either the 
medical, governmental or local elites. The village health worker was a 
way by which to institutionalize peoples participation and power in the 
improvement of the total health care. 


Another question centered on how VHW’s are selected. Selection 
varied with each programme. In some cases the village ieaders were 
asked to choose people whom they thought were qualified. While there 
was a danger that leaders might select their friends, it was also recognized 
that where the leader was elected by the community his selection of 
a VHW was by proxy a community choice. In some places the VHW 
could volunteer to be trained. In many places meetings of the community 
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were held and people were asked who they wanted to be VHW’s to 
serve them. Everyone agreed that some mechanism for community 
choice must be in operation if the community health programme was 
to function. 


Should the medical professionals take a part in the final selection? 
Or should it be entirely up to the community? Most people felt that 
the community must select the VHW. We did call attention, however, 
to the problem of wanting to start a programme in an area where 
awareness was not sufficiently high to allow the community to participate 
in the selection of the worker. It was suggested that one proceed to 
choose intelligent community people and train them as VHW’s and 
community motivators. Many raised objections to this approach. They 
felt that if the medical people chose VHW’s the view’s of the doctors not 
of the community would prevail. The VHW’s then would become 
another oppressive structure rather than a way of allowing people to 
discover their own potential in doing something about their own health. 


A question that was brought up was to whom was the VHW 
responsible —— the community or the medical professional? Participants 
suggested that a medical person or institution must supervise the 
medical technical skills in order to give the VHW credibility. However, 
since the VHW was political concept the worker must be responsible to 
the community. The VHW’s who attended the meetings stated that they 
did not see themselves as ‘‘belonging”’ to the doctor who supervised the 
programme. Many times they did not feel like taking the doctor’s advice 
on the social handling of a patient and decided their own ways was 
better. The VHW’s saw themselves’ as ‘‘bridges’” between the medical 
staff and the community but felt that they belonged and were responsible 
to the community not the doctor. Community responsibility was 
enhanced if the programme demanded some type of payment. This 
might take the form of a credit cooperative, payment by the individual 
for treatment or a contribution from the community for the training of 
the VHWs. This type of community commitment was also important 
for sustaining the programme. 


How can each of these service roles gain credibility in the community? 


Since in most communities where programmes are started the 
concept of community responsibility for its own health is relatively 
new, much of the programme’s success depends on the acceptance of 
the programme staff by the community. A medical professional can 


begin his task by giving treatment to the sick and quickly wins con- 
fidence on a first level. However the credibility can be quickly lost if 
the medical person is not careful. It was, for instance, noted that if the 
doctor enters a community and immediately provides medical care the 
community will not have much motivation to contribute to a service 
which is being provide without their consultation or support. Also even 
if the doctor enters into a dialogue and works with the community, his 
credibility may be undermined if he displays arrogant attitudes or 
exhibits airs of superiority toward community people. 


The credibility of the community worker and the VHW is a more 
difficult problem. Does the community worker, for instance, wait until 
someone approaches him/her and asks for assistance or does the worker 
come in with a pre-planned programme and solicit community sup- 
port for the work? Many felt that the community worker, as a person 
outside the community structure, must do something for the community 
in order to gain acceptance. The risk of imposing one’s own programme 
upon the community, however, was recognized by those who advocated 
this approach. The VHW’s credibility often depended on his/her status 
in the community. It also often depended on the fact he/she was trained 
by a medical professional and was able to refer to this professional when 
necessary. It was strongly emphasized that in all cases to build credibility 
took many years. Programmes and personnel must recognize that success 
in community health would not be gained within a few months or 
within one or two years. 


Issue Four: 


Training for Village 
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Although it was noted that medical professionals and community 


workers needed special training to prepare them for community work, the 
focus of discussion on training centered on courses for the village health 
workers who were identified as key people in community health programmes. 


® 


What type of training is appropriate? 


Training programmes tended to have two essential components. 
The first was the technical part. These courses comprised instructions 
in simple diagnosis and treatment, basic information about prevention 
and environmental sanitation and often courses in first aid, drug dis- 
pensing and follow-up for cases of chronic illness. Instructions on 
family planning and nutrition are also part of most instruction. 


The second component is one of developing skills in com- 


munication, organization and social analysis. Many people felt that 


without these skills the VHW was simply an extension of the existing 
inadequate health care system. These skills were most effectively 
taught as part of an awareness-building method. The objective was to 
help the VHW to realize the role of health in terms of overall com- 
munity development and to seek ways in which each VHW could 
contribute to change. Many programmes used a type of ‘‘community 
diagnosis’’ to assist instructions in these skills. VHW did surveys of their 
communities to define the physical, social, economic and political 
characteristics. They then discussed their finding in terms of the “‘felt 
needs” of the community and solutions which they might pursue. 


In discussing teaching methodology, nearly all participants agreed 
it was necessary to discover what the VHWs know and to build on that 


basis. Also there was consensus that emphasis should be placed on 


practical work rather than lectures. Many suggested that a dialogical 
approach was most appropriate as this allowed VHWs not only to dis- 
cuss their ideas but gave them the feeling of equality with the instructor. 
Role-playing also was emphasized as a good instruction method. 


Concerning the length of training participants said no standard 
could be fixed. Course time depended on the seasons, on the work 


‘duties of the trainees and on staff time available. Where time, facilities 


and money was available live-in courses were felt to be preferable. 
When this was not possible, weekly or bi-weekly training meeting could 
be arranged. Live-in courses were often shorter and more condensed 


than the weekly meetings. All felt that training must be a continuous 
process. 


Who decides on the training syllabus and who are the trainers? 


In no country represented at the workshop had a standard train- 
ing syllabus been developed. All agreed that training had to meet the 
local conditions and had to be established accordingly. Some participants 
felt that the training programme should be based on discussions with 
medical professionals, government officials and community leaders. 
Others felt that the VHW’s should tell the trainer what they felt it was 
necessary that they know. In one programme, the VHW’s did all the 
planning course, scheduling and issued invitations to the trainers. They 
used a national group only as advisors for their programme. It was 
recognized that the training programme had to remain very flexible and 
to adjust when new problems arose in the community. 


The necessity for flexibility raises the question of the possibility 
of giving certification for these workers. Many felt some type of 
recognition was necessary both for the credibility of the VHW and for 
incentive to continue the work. Others raised objections to certification 
noting thata certificate often made a person believe that their education 
was completed when in fact it is an ongoing process. Also in countries 
where governments are fearful of subversion often a piece of paper with 
a name is sufficient to make one suspect of being an “‘enemy of the 
state’. The need for some type recognition of the training, however, 
seemed to be important for the workers credibility. 


Training staff consisted of at least one medical professionals in 
the first instance. Many programmes also had assistance from the com- 
munity workers and from other experts in the area. Where possible 
government people are often asked to help train the VHW’s. In this way, 
a link was forged between government and many of the private pro- 
grammes. In Indonesia, another training approach has been tested. 
The first group of VHW’s were deputized to train subsequent groups. 
The doctor continues to act as a person for referral. However, he rarely 
teachers other VHW’s or supervises their work. It is all in the hands of 
the original VHW group. 


How Can initial training by supplimented and updated? 


Everyone recognized the need to have VHW’s in constant touch 
with their trainer in order to have supervision and gain new knowledge. 
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Many suggested formal meetings at a regular period was the best way 
to insure this contact. However, in remote places this often was not 
possible. That meant sporadic conversations with training staff was the 
best that could be done. An in-service training seminar held periodically 
could be one way of insuring a continual knowledge flow. Few groups 
however had enough experience to test this method. It was also suggest- 
ed that certain VHWs should be trained as trainers. These people would 
have the additional responsibility to keep close contact with the original 
teachers and to train other VHWs in their own community. This method 
presents one way of expanding existing manpower resources. 


Five: Sustaining and Evaluating Programmes 


Because community health is a relatively new area at present there is 
much enthusiasm for new approaches to old problems. Yet as with many new 
programmes, early enthusiasm wanes over time and it is often difficult to 
measure achievements in the long terms. In looking to the futrue of community 
health, programmes participants asked two basic questions: 


How can community health programmes be sustained? 


All participants felt that a major element of sustaining a programme 
was the provision of job satisfication for those involved in carrying out 
the work. All three service role groups noted both the necessity and 
difficulty of finding suitable rewards. Doctors, for instance, soon dis- 
covered that the technical problems of community health work did not 
challenge the formal knowledge that they acquired at medical school. 
In addition, any of their organizational skills could be little utilized as 
it was not in the interest of the programme for the doctor to direct and 
administer policy. Community workers felt that their training at least 
prepared them for coping with these frustrations. They were taught to 
evaluate their work in long term goals rather than immediate gains. or 
losses. The VHW’s work gave immediate satisfaction of doing some- 
thing about a bad health situation as well as of gaining recognition and 
new status in the community. Yet, after the effects of the immediate 
change wore off, the VHW’s also found their work routine and many 
dropped out due to lack of interest and sufficient personal gains. 


Some time was spent discussing solutions to this problem. 
Monetary rewards were to provide this incentive. Other suggestions 
included developing an upgrading system so workers could work to- 
ward a recognition of their experiences. With regard to the medical 
professional, an upgrading depended very much on governement re- 
Cognition of this new status. Concerning the VHW, participants express- 
ed the fear that an upgrading system may encourage them to seek 
approval of the professionals rather than the approval of the com- 
munity of whom they serve. Participants agreed that the issue of job 
Satisfaction was one which had not been carefully considered in 
planning programmes and was one which needed a great deal of more 
thought. 


Sustaining programmes, many suggested, depended on good 
institutional links with other programmes and people. Again it was noted 
that government approval for these programmes was one insurance for 
continuation. Some people suggested that VHWs might form their own 
association. In this way, they would have a structure to use for 
communication with village committees, medical institutions and 
government people. In any case, whether formal institution existed or 
not, all participants emphasized the need for those involved in com- 
munity programmes to meet regularly, exchange ideas and build a 
good communication network to carryout the programme. 
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A third necessary component for sustaining programmes was the 
continual involvement of the community at all stages. They must not only 
be involved in the planning but must also be consulted at regular 
intervals about the results of the workers efforts. In these consultations, 
the community must work out with the staff the long and short term 
goals of the programmes. They must be made to feel the programme is 
theirs and that they can make changes and adjustments. In addition the 
community should be given specific activities in which they can 
participate. Thus, a commitment can be generated on order that the 
programme bé. carried out. The participants felt community involve- 
ment is a key to continuity. 


A final point many people raised was the need to break the isolation 
that so many workers felt in their own programmes. Because com- 
munity health often confronts the established patterns of health care 
and because many workers have little contact with people outside 
their own programme, programme staff often get discouraged about 
their work. Many felt that some way of keeping contact with others 
involved in this field to exchange experiences information and new 
ideas was very necessary to their work. They suggested a network of 
some type should be established for this purpose. 


How can community health programmes be evaluated?’ 


Many participants expressed the expectation that some standard 
for evaluating community health programmes might be articulated in 
workshop discussions. Their expectations went unfulfilled. There were 
several reasons. It was difficult to define participation, as we dis- 
cussed earlier, let alone find measurements for it. Secondly, there 
were different opinions about what exactly should be evaluated. 
Thirdly, the political dimensions of the programmes varied in each 
country and each situation. It was impossible within the time available 
to explore and qualify a standard measurement for this crucial influence 
on the programmes. 


Participants however did suggest some ways in which evaluations of 
programmes could be made. They all agreed that all programmes must 
set clear objectives and priorities. These should be set in consultation 
with the community and should refect the community’s not the 
planner’s needs. They also suggested that the community should be 
given the tools to do both monitoring and evaluation of the programme. 
In this way the community could see clearly its responsibility of 
maintaining the community health work, One participants noted that 


the workshops had just begun to define in issues involved in evaluating 
a community health programmes. He suggested that we now return and 
work to further identify methods by which these issues could be 
quantified and evaluated. At the end of three years we could meet 
specifically to work out methods and measures for evaluating com- 
munity health programmes. 
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Issue Six: Financial Support 


At the crux of all community health programmes is the question o 
money. All programmes need financial resources. How to obtain this supp 
in order to build the community participatory element is a big problem. A 
participants agreed that large amounts of outside aid threatened both thi 
acceptability and continuity of these programmes. Yet without financi 
support to begin the work nothing could be started. In exploring the i 
and amount of money acceptable to develop community based, community 
participation programmes, the following questions were raised: ; 


1. Why is the money needed? 


Everyone agreed the introduction of a community-based healtt 
programme required initial investment. This investment paid for 
component of an awareness-building effort by the programme staff 
office space, stationery and sometimes clerical help was necessary in 
the first stages. Also programmes had to buy basic equipment and 
drugs to carryout the “health services’? aspect of the programme 
It was noted however in most programmes that a major objective wa! 
to get the community to eventually support this expenditure. : 


The major and most costly item in the community health pro 
gramme is training. Even if hospital facilities are available or a locz 
home is used, cost is still high. Time is money. Time is needed from the 
work output of the VHWs who came to be trained. A more costl 
amount of time is needed for the professional who trains these people. 
While the community might be able to provide the resources --— food, 
additional work imput —— for the local village worker, they did not 
have the means to support the professional trainer. This cost of a trainer 
and training programmes was recognized as a major expense for whict 
funds had to be sought. 


A third area of recognized need was money for programmes 
which chose to develop the most poor and underprivileged members of 
the country. Often these areas were ones where the available resource: 
where inadequate to provide sufficient food for the community let 
alone able to provide surplus to support a community health programme. 
The question was raised as to whether community health programme 
should be started in such areas. However, if staff were committed to 
this idea, the funds needed to be mobilized outside the community to 
support the programme. : 


ee 


2. 


How can local finances be generated? 


Participants agreed that the longer term objective of all com- 
munity health programmes should be to become self-supporting. The 
ideal of a community based programme was to mobilize existing com- 
munity resources not to gain programme support from outside the 
community. An example of how these resources could be made avail- 
able was discussed by using the insurance scheme of the dana sehet 
programme in Central Java Indonesia as an example. Here residents 
give a fixed amount of money a month to cover their clinic visits and 
costs of medicines. Village health workers supported the work through 
health education and mobilizing village people to do environmental 
improvement work. The community is committed to supporting the 
programme and not dependent on outside resource which well might 
cause collapse if they were withdrawn. The cooperative scheme im- 
proves the health environmental of the people as well as help to restore 
their dignity and belief in their own potential. 


Participants noted another way of avoiding financial dependence 
on outside funds was the utilization of non-western medical practitioners 
and practices. Traditional practitioners provide an already available man- 
power resource. Some of these people, particularly the traditional 
midwives, have great credibility among the local villagers. They know 
the people well and often provide the only affordable and/or available 
medical care in the area. Because of their knowledge and prestige, they 
often are chosen to serve as VHWs. They can become a key to establish- 
ing health work in community participation programmes. 


Herbal medicine is another available resource that can be used to 


| help support community health programmes. Participants noted in 


many places herbs were virtually ignored because of the vested interest 
of the western pharmeceutical companies who had a monopoly on 
modern medical treatment. However, many groups expressed a great 
interest in systematically cataloguing herbal remedies and using them 
in their programmes. They also expressed an interest in learning re- 
latively cheap curative methods such as acupuncture and message. 


What type of financial support is justified? 


Although it was recognized that, in any case, in the initial states 
of programme development outside funds were necessary, participants 
queried from what sources it was justified to take funds. Discussion 
concerning analysis of health in terms of the socio/political situation 
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focused participants on a query of what funds could be accepted from 
whom. Again an obvious resource to tap is the existing health care 


institution. As we noted earlier many ‘community health 


programmes” have grown out of hospitals. However, for the same 
reasons, we mentioned above most participants stated that hospital- 
based programmes did not meet their criteria for community partici- 
pation in health care. This source often placed more obstacles in the 
path of community health than it removed. Medical institutions had 
basic attitude of giving to rather than working with the community to © 
improve health. As a contribution to community health programmes 
they often nullified the objective of developing the community’s 
potential to take responsibility for its own health care. 


A resource which is more acceptable to tap is the government 
health care services. Many participants felt that one objective of a 
community-based health programme should be to make government 
take responsibility for the services which it has promised to the rural 
poor. They noted that these services were not available to the under- 
privileged because of the more powerful demands of urban rich. They — 
therefore felt that community health programmes should be able to 
force government to redirect their priorities and provide medical care 
and drugs to those who were not receiving their promised share. In the 
long run most people agreed that the government would have to pro- 
vide basic health care services as no private and/or voluntary organization 
ahd the necessary potential to cope with existing medical problems. 


The problems of accepting funds became increasingly complex, 
the participants noted, when available funds come from organization 
outside the country. These organization included both overseas govern- 
ment agencies and the United Nations as well as private voluntary 
agencies. People called attention to the fact that Christian health pro- 
jects, in particular, had access to much money from western Church 
organizations. Many people noted the need to question aid motives and 
to look for various and underlying reasons for overseas aid. It was 
pointed out that especially western aid agencies wished to support pro- 
grammes that suited their own interest which may not be the same 
interest as those of the recipients. These interest might include pro- 
moting western health care systems, supporting the existing social 
structures to insure stability for the foreign investments and appeasing 
guilt feeling about the treatment of former colonical peoples. 


After the reasons had been analyzed, the question arose as to 
whether a programme should accept aid form a donor whose motives 
were questionable. Many argued that if there are no obvious ‘‘strings”’ 
attached them we should take the money. Once the programme had-been 
established, then ties could be cut. Others argued however that the ends 
did not justify the means. Money should not be taken if the motives 
were not in accordance with programme objectives. 


sonclusion 


There are many more aspects of these six issues raised during both our 
yvorkshops. We ail agreed that we had found more questions than answers. 
(et we also agreed that these workshops began to focus on the issue which 
vill dominate community health planning for the near future. In clarifying 
hese issues, we became increasingly aware of the political nature of the 
ealth care question. We defined this factor not only in analytical terms but 
Iso in terms of the day to day problems of our work. Participants recognized 
hat most programme decisions rest not on aspects of health technology but 
yf health politics. Only by being aware that health care is a political decision 
‘an health problems by viewed realistically. They noted that poor health is 
nost often a result of calculated political decisions. They recognized those 
committed to improvement of the health of the poverty stricken must be 
villing to confront the authorities and the powerful in order to generate a 
‘ange which will benefit society’s poorest members. 
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RECOMMENDATION 


That some future workshops be held to discuss local situations rather 
than national or sub-regional situations. 


That meetings on a local level be held to discuss community health © 
programmes among those who are receipients of those programmes. 


That participants seek opportunities to visit each other’s programmes 
within their own countries, and others from these programmes also 
be given opportunities to visit programmes in the region. 


That future workshops include exposure to other development pro- 
grammes in addition to community health programmes. 


That national workshops be held along the lines of the Philippines 
workshop in each of the participating countries. 


That another meeting be held after three years whereby members of the 
programmes present at these workshops may come together to review, 
evaluate and discuss their programme experiences. 


That resources be made available for an inter-country exchange of per- 
sonnel involved in community health programmes. 


That a resource centre be established to circulate materials and infor-— 
mation and facilitate communications among workshop participants 
and other interested persons. 


That a handbook on rural community health be produced based on 
workshop discussions and that consideration be given to describing a 
methodology by which each programme can evaluate itself. 


That pressure be exerted on church related community health pro- 
grammes to allow these programmes to become less institutionalized 
and more flexible to meet community needs. 
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